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The organisation and delivery of health improvement in
general practice and primary care: a scoping study
Stephen Peckham,1,2* Jane Falconer,2 Steve Gillam,3 Alison Hann,4
Sally Kendall,5 Kiran Nanchahal,6 Benjamin Ritchie,2 Rebecca Rogers2
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Medicine, London, UK
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4Public Health and Policy Studies, Swansea University, Swansea, UK
5Centre for Research in Primary and Community Care, University of Hertfordshire,
Hertfordshire, UK
6Department of Social and Environmental Health Research, London School of Hygiene and
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7Department of Social Policy, University of Lincoln, Lincoln, UK
*Corresponding author S.Peckham@kent.ac.uk
Background: This project examines the organisation and delivery of health improvement activities by and
within general practice and the primary health-care team. The project was designed to examine who
delivers these interventions, where they are located, what approaches are developed in practices, how
individual practices and the primary health-care team organise such public health activities, and how these
contribute to health improvement. Our focus was on health promotion and ill-health prevention activities.
Aims: The aim of this scoping exercise was to identify the current extent of knowledge about the health
improvement activities in general practice and the wider primary health-care team. The key objectives were to
provide an overview of the range and type of health improvement activities, identify gaps in knowledge and
areas for further empirical research. Our specific research objectives were to map the range and type of
health improvement activity undertaken by general practice staff and the primary health-care team based
within general practice; to scope the literature on health improvement in general practice or undertaken by
health-care staff based in general practice and identify gaps in the evidence base; to synthesise the literature
and identify effective approaches to the delivery and organisation of health improvement interventions in a
general practice setting; and to identify the priority areas for research as defined by those working in
general practice.
Methods: We undertook a comprehensive search of the literature. We followed a staged selection process
involving reviews of titles and abstracts. This resulted in the identification of 1140 papers for data extraction,
with 658 of these papers selected for inclusion in the review, of which 347 were included in the evidence
synthesis. We also undertook 45 individual and two group interviews with primary health-care staff.
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Findings: Many of the research studies reviewed had some details about the type, process or location, or
who provided the intervention. Generally, however, little attention is paid in the literature to examining the
impact of the organisational context on the way services are delivered or how this affects the effectiveness
of health improvement interventions in general practice. We found that the focus of attention is mainly on
individual prevention approaches, with practices engaging in both primary and secondary prevention. The
range of activities suggests that general practitioners do not take a population approach but focus on
individual patients. However, it is clear that many general practitioners see health promotion as an integral
part of practice, whether as individual approaches to primary or secondary health improvement or as a
practice-based approach to improving the health of their patients. Our key conclusion is that there is
currently insufficient good evidence to support many of the health improvement interventions undertaken
in general practice and primary care more widely.
Future Research: Future research on health improvement in general practice and by the primary
health-care team needs to move beyond clinical research to include delivery systems and be conducted in
a primary care setting. More research needs to examine areas where there are chronic disease burdens –
cancer, dementia and other disabilities of old age. Reviews should be commissioned that examine the
whole prevention pathway for health problems that are managed within primary care drawing together
research from general practice, pharmacy, community engagement, etc.
Funding: The National Institute for Health Research Health Services and Delivery Research programme.
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Glossary
Coproduction Production of solutions (e.g. design of services) by the people who may use them
alongside those who have traditionally provided or arranged them. The concept of coproduction assumes
that people have assets to contribute rather than simply needs which must be met.
County council Authority covering the whole county and providing 80% of services in the areas,
including children’s services and adult social care.
Director of public health Appointed through local authorities and Public Health England (on the
Secretary of State’s behalf), acting jointly, directors of public health provide leadership and direction to
local collaborative discussions about the best use of the local ring-fenced public health budget. There is a
director of public health for each upper-tier local authority, although one director of public health may
cover more than one local authority.
General Medical Services Contract negotiated nationally which is held with each general practice.
Health and Wellbeing Board A statutory committee of a local authority which leads and advises
on work to improve health and reduce health inequalities among the local population. It has a
performance-monitoring role in relation to NHS Clinical Commissioning Groups, public health and
social care. Members include councillors, general practitioners, health and social care officers, and
representatives of patients and the public, including local HealthWatch.
Health promotion The process of enabling people to increase control over, and to improve, their health.
National Institute for Health and Care Excellence The body responsible for providing research,
evidence and guidance on what medication and treatments should be available on the NHS.
NHS Commissioning Board An organisation established in shadow form to take on national
commissioning of health care and regulate Clinical Commissioning Groups. It became NHS England
from 2013.
NHS England The body that holds the ‘contract’ for the NHS (the NHS Mandate). Its role includes
supporting, developing and holding to account the system of Clinical Commissioning Groups, as well as
being directly responsible for some specialist commissioning.
Outcomes Framework A national framework which sets out the outcomes and corresponding indicators
against which achievements in health and social care will be measured. There are three outcome
frameworks: for the NHS, for adult social care and for public health.
Personal Medical Services A variance on the General Medical Services contract which has additional
agreed elements.
Practice-based commissioning Where general practices advised on or undertook commissioning of
health-care services with primary care trusts.
Primary care trust Key local health-commissioning agency and provider of public health until
March 2013.
Public health The science and art of promoting and protecting health and well-being, preventing
ill-health and prolonging life through the organised efforts of society.
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Public Health England The new national public health service, which integrates the work of a large
number of disparate public health organisations into a single, expert body providing advice and services
across the range of public health. It allocates ring-fenced funding to local authorities and also acts on
behalf of the Secretary of State in the process of appointing directors of public health at the local
authority level.
Quality and Outcomes Framework A voluntary reward and incentive programme for all general
practice surgeries in England, detailing practice achievement results.
Strategic health authority Regional health agency until March 2013, providing local co-ordination
and oversight.
Unitary authority Just one level of local government responsible for all local services; it can be called a
city council (e.g. Nottingham City Council), a borough council (e.g. Reading Borough Council) or simply a
council (e.g. Medway Council).
GLOSSARY
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List of abbreviations
ADDITION Anglo-Danish-Dutch Study of
Intensive Treatment in People
with Screen Detected Diabetes
in Primary Care
CCG Clinical Commissioning Group
CHD coronary heart disease
COPD chronic obstructive pulmonary
disease
CVD cardiovascular disease
DH Department of Health
ERS exercise referral scheme
GMS General Medical Services
GP general practitioner
HWB Health and Wellbeing Board
LA local authority
LES Local Enhanced Service
NICE National Institute for Health and
Care Excellence
NIHR National Institute for Health
Research
OXCHECK Oxford and Collaborators
Health CHECK
PCT primary care trust
PHE Public Health England
QOF Quality and Outcomes Framework
RCT randomised controlled trial
SDO Service Delivery and Organisation
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Plain English summary
Every year over 300 million consultations take place in general practice in England. Professionalguidelines and government policy support increasing the role of practitioners to provide advice and
information on improving patient’s health and also providing medical help and treatment to help prevent
worsening health for people already suffering from conditions such as diabetes or heart disease. However,
little is known about how such advice and support is given or if different ways of supporting patients are
better than others. This study reviewed the literature on the delivery and organisation of such interventions
to identify whether or not particular approaches were more effective than others. The research focus was
guided by discussions with primary-care professionals to ensure the findings were relevant to current
practice. We found that there was insufficient evidence to show that particular approaches to helping
improve the health of patients were effective or to show how best to provide such services. There was
some evidence to show that interventions for smoking were effective but the quality of the evidence was
mixed and there is a lack of studies on many important health problems faced by patients. There is a need
for more discussion with practitioners, and support is needed for research to be carried out in general
practice settings. Despite a government policy emphasis on developing the health improvement role of
general practice, recent reforms to the English NHS have created a more complex situation, and attention
needs to be paid to supporting general practice at a local level.
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Scientific summary
Background
This project was developed with an explicit focus on the delivery and organisation of health improvement
activities in general practice and the primary health-care team. It was designed to examine who delivers
these interventions, where they are located, what approaches are developed in practices, how individual
practices organise such public health activities of general practice and how these contribute to health
improvement through prevention and health promotion activities.
The aim was to identify the current extent of knowledge about the health improvement activities in
general practice and the wider primary health-care team. The key objectives were to provide an overview
of the range and type of health improvement activities, identify gaps in knowledge and identify areas for
further empirical research. We mapped the range and type of health improvement activity undertaken by
general practice staff and the primary health-care team based within general practice and undertook a
comprehensive synthesis of the literature to identify effective approaches to the delivery and organisation
of health improvement interventions in a general practice setting.
An initial review of the key literature identified two broad areas of concern with the current evidence base.
The first was methodological. While there were a substantial number of research papers and reviews on
health promotion in general practice, the focus was on the intervention. Very little attention has been
paid to the way interventions are delivered or organised. The second was that many reviews draw on
international evidence and this raises important questions about their relevance to UK general practice
and primary care services. This review therefore focuses on the UK context.
Methods
We undertook a comprehensive search of the literature. We identified 16,791 papers and reviewed titles
and abstracts to select potential papers to include in the review. This resulted in a pool of 1140 papers
that were included for data extraction. Of these, 658 papers were selected for inclusion in the review,
of which 347 were included in the evidence synthesis. We also had data from 45 interviews with
practitioners. These included 11 general practitioners (GPs) and 11 practice nurses interviewed within
the context of their practice, 16 Clinical Commissioning Group (CCG) board members (15 GPs and one
nurse), three lay members and four public health specialists/consultants. In addition, two group sessions
with GPs were held.
Findings
Little attention is paid in the literature to examining the impact of the organisational context on the
way services are delivered or how this affects the effectiveness of health improvement interventions in
general practice.
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The focus of attention is mainly on individual prevention approaches for medical conditions related to
preventing specific diseases such as diabetes or coronary heart disease, with practices engaging in both
primary and secondary prevention. GP activity appears to be driven by specific contractual incentives and
conditions. However, practice is affected by other factors such as peer pressure, relationships with public
health departments, education and training. While direct incentives such as contract standards or the
Quality and Outcomes Framework (QOF) do influence practice, GPs may be simply reacting to maximise
their income and do not prioritise activities on those most in need. The use of thresholds can provide
perverse incentives and there is some evidence that GPs use exception reporting to maximise their points
score and income. While many GPs see health promotion as an integral part of practice, GPs generally
do not take a population approach but focus on individual patients. There is little evidence to show that
GPs undertake wider public health roles in terms of population surveillance beyond contractually defined
screening and monitoring. For example, GPs address eye health for people with diabetes, but less is known
about their wider role in screening for eye problems, chronic diseases and mental health or, for example,
oral health in young children despite good evidence to support such a role.
Few high-quality studies were identified in key areas of primary prevention, except for smoking cessation
services, where services to support quitting were viewed as effective. The evidence to support interventions
for increasing exercise or reducing weight was limited, approaches in primary care and in schools have
little impact and any benefit is generally only short-term. The cost-effectiveness of primary preventative
lifestyle interventions is difficult to determine because of the diverse nature of the interventions (type and
organisation, different target groups) and research methodology. Multiple risk factor interventions in
primary prevention comprising counselling, education and drug treatments were more likely to be effective
in high-risk groups than in the general population.
Advice from the GP is rated highly by patients and may be acted upon. There is some evidence demonstrating
increased secondary prevention activity but provision is not as effective as it could be and, while the provision
of secondary prevention can be improved by using specific disease management programmes, the optimal
mix of their components remains uncertain. There is insufficient evidence to make clear decisions about the
balance between universal, opportunistic and targeted health promotion interventions.
There is good evidence that practices have responded in different ways to incentives such as the QOF in
terms of how they organise practice. There has been a shift to employing nurses and health-care assistants
to do much routine prevention work. The QOF has also led to improved recording of the health status of
patients in their practice. However, the focus on single disease risk factors has been widely criticised and
can lead to a number of problems or skew practice to the neglect of non-incentivised areas of practice.
Recent reforms to the English NHS pose potential threats to the ability of primary care, and general practice
more specifically, to deliver health improvement. Commissioning agencies need to urgently identify how
services from primary care-based public health providers (midwives, school nurses, health visitors, etc.)
are commissioned and supported. Thought also needs to be given to how health improvement activities
funded through local contractual arrangements are continued and how local variations in funding and
service delivery can be sustained. Developments in health improvement in general practice benefited from
local negotiation and relationships with the public health departments in primary care trusts. Concerns have
been raised about the ongoing links between public health and general practice since local authorities (LAs)
took on public health responsibilities in April 2013.
Conclusion
We found that the evidence was mixed in terms of detail and methodological quality and that identifying
sufficient information about the context and organisation of the delivery of health improvement
interventions was very limited. Given this, undertaking any systematic approach to even a narrative
evidence synthesis was not possible.
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We highlight some key areas where there are strengths and specific shortcomings in the evidence. Further
scoping work and specific research are required to understand the public health role of general practice
and identify effective approaches to the delivery and organisation of health improvement in general
practice and primary care settings.
There is currently insufficient good evidence to strongly support many of the health improvement
interventions undertaken in general practice. There is some evidence to support specific interventions
being undertaken with some patient groups and in some locations. Further research is needed to
strengthen these areas to provide more supportive and clearer evidence.
What was the range and type of health improvement activity undertaken in
general practice?
The range and type of activities undertaken in general practice is diverse and is affected by national
policies and incentive frameworks. Areas incentivised by the QOF have become increasingly researched
in the last few years, stimulating a growth in the number of studies, but these have been mainly focused
on clinical, individual risk factors or diseases. The studies also tend to examine only a single parameter,
such as the QOF incentive, rather than the broader context of the delivery of interventions, such as who
undertakes the work. Research tends to be focused on a limited number of health behaviours and
conditions seen as clinically important.
What evidence was there on effective approaches to the delivery and
organisation of health improvement interventions in general
practice settings?
Overall, we found that the evidence base is very limited. There is insufficient good-quality evidence to draw
clear conclusions about many areas of health improvement practice in general practice. There is an urgent
need to develop better-quality and more relevant research studies that examine the way interventions are
delivered and organised to support continuing developments in health promotion and prevention that
are being prioritised in policy and practice.
What gaps were there in the evidence base?
There is not just an absence of research, but also a lack of evidence for effectiveness (e.g. obesity/exercise
promotion) and cost-effectiveness from existing research. In addition, much literature has a medicocentric
focus and does not examine broader supportive roles or non-medical interventions. While there is a lot
of research examining and exploring the views of professionals, few studies examine lack of evidence
within the existing literature about issues such as professional roles, and where this is examined it tends
to focus on their clinical role.
Similarly there is little research on the effectiveness of different approaches to shared decision-making
or costs/benefits in different clinical domains. There is insufficient evidence that compares different ways
of organising and delivering health improvement in general practice and primary care. More research
is required that examines contextual issues relating to the patient and to local environmental and
sociodemographic factors. These may be of particular importance in determining effective interventions
with some patients and populations. There is a clear gap in the research related to some neglected
population groups including, for example, teenagers, young/middle-aged men, and black and ethnic
minority groups.
What are the priority areas for future research?
Research on health improvement in general practice and by the primary health care team needs to move
beyond clinical research to include delivery systems. Research needs to be conducted in a primary care
context to ensure that it is relevant and more likely to be transferred to practice. One important driver
for primary care physician involvement in research is the need to improve quality of care, and more needs
to be done to support the development of research within and by primary care.
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Currently the major areas of research tend to be driven by clinical interest and there needs to be more
discussion about the type and range of disease burdens in primary care – perhaps moving away from
areas such as cardiovascular disease where rates are declining – to examining areas with chronic disease
burdens: cancer, dementia and other disabilities of old age.
We found substantial numbers of cross-sectional studies examining patient and professional views but
less research that examined what was being done and how. Further reviews could be commissioned
that examine the whole prevention pathway for health problems that are managed within primary care,
drawing together research from general practice, pharmacy, community engagement, etc. Studies are
required that examine interventions in a specific condition (e.g. cancer), for a population group (e.g. older
people) or an intervention type (e.g. welfare advice).
Implications for policy and practice
Policy
1. If more emphasis is to be placed on the role of general practice in public health, more consideration
may need to be given to how to provide support for research within primary care and by primary
care practitioners.
2. National policy tends to focus on key clinical issues, and interventions supported by incentives have
tended to focus on individuals (e.g. the QOF). This can result in a skewing of activity, and consideration
may need to be given to supporting alternative incentive structures.
3. Policy tends to focus on the narrow clinical role of general practice. This may result in a narrow range
of activity, and local public health organisations and LAs more generally should consider how they
support a wider concept of primary care.
4. Current changes in commissioning and the delivery of public health services may lead to less
engagement with general practice on public health issues. Without clear guidelines and processes,
gaps in communication and action may develop between LAs and general practice. Local authority
public health staff need to be aware of the importance of maintaining close contact with GPs and
other primary care staff.
5. Educational providers and commissioners need to consider professional development frameworks for
primary care practitioners and consider what aspects of the public health skills framework should be
incorporated in core curricula.
Practice
1. Local agencies responsible for public health need to be aware of the risks posed to service provision in
primary care-based public health providers (midwives, school nurses, health visitors, etc.) by the new
commissioning arrangement. Attention needs to be given to developing appropriate support structures.
2. NHS England, LAs and CCGs may need to consider how existing health improvement activities that
have been funded through General Medical Services, Personal Medical Services and other local
contractual arrangements can be continued and how local variations in funding and service delivery
can be incorporated into the new systems and structures.
3. In the past, developments in health improvement in general practice have benefited from local
negotiation and relationships with the public health department in the primary care trust. Concerns
have been raised about the ongoing links between public health and general practice following the
transfer of public health professionals to LAs, and maintaining and developing these links must be
a key priority for public health services and CCGs.
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Key recommendations for future research
1. More research needs to be developed that adequately reflects both the context of primary care and
other settings where health improvement interventions are undertaken.
2. Research is needed that compares different methods of delivery and organisation; for example,
comparing different locations as well as different delivery methods in order to determine the
effectiveness of not just the specific intervention but also how it is delivered.
3. More research is required about the specific roles of professionals in primary care.
4. There is an urgent need for cost-effectiveness studies and research on the wider costs and benefits of
health improvement activities in general practice and primary care.
5. More comparative research is required that explores whether different models of interventions,
different professionals, or different locations are more or less effective than others.
6. Research is needed that examines ‘neglected population groups’ including, for example, teenagers,
young/middle-aged men, and black and ethnic minority groups.
7. Further reviews should be commissioned that examine the whole prevention pathway for health
problems that are managed within primary care.
8. Where relevant, consideration should be given to commissioning primary research.
Funding
Funding for this study was provided by the Health Services and Delivery Research programme of the
National Institute for Health Research.
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Chapter 1 Introduction
S ince the 1970s there has been a growing policy and practice interest in the public health role of primarycare. The 1978 World Health Organization Alma Ata declaration1 set the context for exploring the
relationship between primary care and its role in prevention and population health. In the UK, the government
highlighted the importance of health promotion in general practice in its 1987 White Paper Promoting Better
Health2 and the introduction of health promotion payments in the 1990 general practitioner (GP) contract.
This introduced, for the first time, specific payments for health promotion activities and provided the first key
national policy interest in the public health role of general practice. Despite this, very little formal attention
was paid to the public health role of general practice in the UK until the turn of the century. The introduction
of the new General Medical Services (GMS) contract and the Quality and Outcomes Framework (QOF) in
2004, and recommendations in the Wanless Review3 on public health, provided a new impetus and focus on
the role of general primary care and, more specifically, general practice.
Alongside an interest in how services were to be delivered, there was also an increasing focus on the
effectiveness of interventions delivered in public health. However, much of the research on effectiveness
has produced equivocal outcomes and, on the whole, has not addressed the contextual issues that might
affect the final outcome of such interventions. Understanding how public health services are delivered and
organised has been highlighted as an important area for public health research.4 Concern about the public
health role of primary care has been identified as an area of concern in the UK since the mid-1990s, with
professional bodies exploring the extent to which the professional practice of GPs and nurses should
include prevention.5–7 A number of commentators have also specifically addressed the extent to which
prevention and health improvement should be an integral part of general practice.8–15
In order to explore the role of general practice and primary care in health improvement activities, this
project was developed with an explicit focus on the delivery and organisation of such activities. The project
was designed to examine who delivers these interventions, where they are located, what approaches are
developed in practices, how individual practices organise such public health activities within general
practice and how these contribute to health improvement. Our focus was on health promotion and
prevention activities. However, these are contested concepts and their meanings are often confused
and unclear,16 and they are frequently used as a synonyms for ‘public health’, which also lacks clarity
and certainty as a descriptor of activity.4,17 It is important, in carrying out a review of health-promoting and
health improvement activities, to be as clear as possible about what is understood by such terms.
The need for this scoping study has been identified based on previous and existing research being
undertaken by the research team members and discussions with practitioners in primary care. The need to
develop public health in primary care was highlighted by Derek Wanless3 in his report on public health.
Current research on the QOF has also shown that there are important changes in the activities and roles of
practice-based staff in relation to health-promoting activities. The recent King’s Fund review of GP quality
highlighted the need to examine the wider role of the primary health-care team in general practice and
their contribution to health improvement.18 In a recent review of health promotion opportunities for
general practice, Watson15 noted that ‘there has been a dearth of information about the effectiveness of
health promotion in the primary care setting’ (p. 180). In advocating a health-promoting general practice
model, he concludes that there is a need for further research to demonstrate ‘health benefits for local
communities . . . and also a need to identify potential practical and organisational difficulties’. Finally,
Health England has identified that ‘there are significant gaps in the evidence base for primary prevention
interventions in primary medical care’.19
The aim of this scoping exercise was to identify the current extent of knowledge about the health
improvement activities in general practice and the wider primary health-care team. The key objectives were
to provide an overview of the range and type of health improvement activities, and to identify gaps in
knowledge and areas for further empirical research.
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Our specific research objectives were:
l to map the range and type of health improvement activity undertaken in general practice and
primary care
l to scope the literature on health improvement in general practice and identify gaps in the
evidence base
l to synthesise the literature and identify effective approaches to the delivery and organisation of health
improvement interventions in a general practice setting
l to identify the priority areas for research as defined by those working in general practice.
The focus of this scoping review and evidence synthesis was to identify where further research on the
provision of public health in general practice is needed. To this extent the review seeks to identify areas of
practice where there is evidence to support health improvement, and areas of practice that lack research
evidence or where the current evidence base is incomplete. Our aim was not to provide a systematic
review of the evidence base or provide a comprehensive and detailed account of all areas of public health
practice in primary care.
The purpose of this research was, therefore, to identify areas where there is good evidence of effective
approaches to the delivery of interventions in general practice and areas where there is an insufficient
evidence base to support practice and where further research will support the development of practice.
In particular, we focused on identifying:
l the range and type of activities that are best suited to the general practice context
l the roles and responsibilities of practice-based staff in relation to what they should be doing
l community-focused (rather than individual-focused) health improvement activities
l the efficacy of incentivised and non-incentivised health improvement activities and how these affect
health improvement activity in the practice
l other interventions that primary care staff can undertake that contribute to health improvement that
are currently not universally undertaken.
So that the review findings provide a substantive evidence base for the implementation of effective health
improvement programmes, we adopted two approaches to the review. The first focused on assessing
the quality and strength of the research evidence while the second examined the extent and nature of the
literature to identify where additional research is required. Given that our focus was on service delivery and
organisation, we have drawn on a broader assessment of study quality than is used in systematic reviews
and also incorporated papers where there was some description of services. While more weight has
been given to studies and papers with some evaluative component, we also felt it important to include
more descriptive studies to provide an overview of the delivery and organisation of health improvement
activities in general practice. However, it became clear from very early on in the study that providing a
comprehensive overview and identifying approaches supported by evidence of effectiveness would be
complex. An initial review of Cochrane studies relevant to this review suggested that we would not find
significant numbers of studies that included assessments of the way that interventions were delivered and
organised. In addition, the range and nature of the studies was enormous as was the breadth of topics.
Rather than make a systematic assessment of the evidence, we have attempted to draw together an
assessment of quality, relevance, theory, integrity of interventions, context and sustainability of
interventions and outcomes. While randomised controlled trials (RCTs) are considered a gold standard
of quality of evidence, we have also examined, and included where relevant, non-RCTs, such as controlled
before-and-after studies, interrupted time series and comparisons with historical controls or national
trends. These may not always represent the best available evidence. Relevant qualitative research has
also been included in order to help identify the factors that enable or impede the implementation of an
intervention, describe the experience of the participants receiving it and their subjective evaluations of
outcomes, and understand the diversity of effects across studies, settings and groups.20
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It was recognised from the beginning that the task of assembling information and evidence on the delivery
and organisation of health improvement activities in general practice would create a number of challenges
in terms of developing the search strategy and identifying papers that provided details of service and
delivery of health improvement activities. Substantial investment was made in trying to refine a search
that would provide a wide range of information that when synthesised would contribute to improving
knowledge and understanding of current practice. This involved refining our research protocol and
approach. We narrowed our searches to review UK papers only. This was partly driven by the volume of
studies identified in our literature searches but was also to ensure relevance, taking into account the
different context of UK general practice from the delivery and organisation of primary care in other
countries. Following early discussions with practitioners in practices and public health agencies, we also
changed our approach to consultations with practitioners. Originally we planned to hold stakeholder
events but, because of the unprecedented upheavals in the NHS during the period of the research,
arranging meetings was extremely difficult. In addition, the substantial task of dealing with the extensive
literature meant that we had to allocate more staff resources to this element of the study, further limiting
our ability to undertake an extensive practitioner scoping study as outlined in our original application.
It was, therefore, agreed with the National Institute for Health Research (NIHR) Service Delivery and
Organisation (SDO) programme that we would instead draw on discussions with individual practitioners in
practices and public health agencies and in group discussions with GPs when these could be arranged.
Structure of this report
The main elements of the report provide details of the literature review. The review was developed from
a reading of all selected papers, but not all these are referred to in the report because of the substantial
amount of material. Chapter 3 provides details of how we approached the literature and dealt with the
complexities of conducting the review. Chapters 4–6 provide details of the literature. Chapter 4 describes
the main aspects of the literature including the quality, topic areas and extent of the literature found.
The chapter also includes a brief outline of some of the key themes emerging from discussions with
practitioners. Chapter 5 provides details of the range of activities identified in the literature. Chapter 6
provides details of the evidence about effective ways to organise and deliver health improvement
interventions in general practice or by the primary health care team. Given the changes currently being
introduced in the English NHS, in Chapter 7 we examine how these changes impact on the public health
role of general practice. The aim of this chapter is to set the findings of the scoping review within the
context of the recent changes to the organisation of public health and health-care services in England
resulting from the Health and Social Care Act 2012.21 Finally, in Chapter 8 we identify some of the key
messages arising from the review and set out the implications for practice and further research.
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Chapter 2 Background
S ince the 1970s there has been a growing interest in the role of primary care, and general practicein particular, in public health activities. The main focus of attention has been the important health
promotion role of general practice. General practice has traditionally been the first point of contact with
the NHS and there are 300 million patient consultations in England every year.22 The role of general
practice is to act as the gatekeeper to the NHS, managing the health care for the practice population
and referring relevant cases to secondary care services. This places general practice in a unique position
not just to provide medical care but also to promote the health and well-being of the practice population.
This chapter provides a brief overview of the key themes and discusses a number of concepts relating to
the public health role of general practice health improvement activities associated with the practice and
primary health-care team. It is not intended to be a detailed review of the issues, as there have been a
number of previous studies that have explored the relationship between general practice and public health18
and the broader relationship between public health and primary care.23,24 The aim of this review is to
examine how health improvement activities are organised and delivered within general practice, and this
chapter provides a discussion of those issues which focused the proposal on this aspect of general
practice activity.
Organisationally, the history of UK public health is complex, involving a number of changes in the responsibility,
structure and roles of different professionals engaged in public health practice.25–27 Over the past 20 years there
has been a shift towards highlighting the role of primary care in public health alongside a renewed focus on
partnerships, and the development of a multidisciplinary workforce and the introduction of public health
targets such as those for reducing health inequalities, improving detection rates for cancer and smoking
cessation. However, despite a policy focus on reducing health inequalities, the infant mortality gap has
widened and, while life expectancy is increasing overall, it is increasing more slowly in socially and economically
deprived areas.28 The Wanless Report3 on improving the public health function in England argued that public
health activities at a local level needed to be prioritised and adequately resourced in order to develop long-term
sustainable action to improve population health and that there is a need to evaluate existing activities against a
common framework (including their cost-effectiveness). The report identified the need to develop incentives,
shared local targets and performance management in primary care trusts (PCTs) to enable them both to
prioritise public health issues and to work in partnership with local authorities (LAs) on public health. In
response, policy-makers began to focus on specific public health measures, such as doubling the capacity of
smoking cessation interventions, targeting prevention of cardiovascular disease (CVD) by increasing coverage of
antihypertensives and statins, and improving the detection of cancer. These more clinical interventions are
delivered at a primary care level, making the role of GPs and practice nurses in particular crucial to the delivery
of public health improvements and reductions in health inequalities. This expansion of activities has been
supported in a number of ways through contractual mechanisms and by wider debate about public health roles
of practice staff.
The public health role of primary care was also highlighted by the Marmot Review29 on health inequalities.
There is good evidence to suggest that people from lower socioeconomic groups have their cancer
diagnosed at a later stage and are less likely to participate in cardiovascular screening affecting treatment
options and outcomes – areas where the general practice role is critical.30,31 In examining how to reduce
inequalities, the Marmot Review29 focused attention on the role of general practice and reiterated the
important leadership function of GPs and the NHS in tackling health inequalities.32 The task-group report
on priority conditions highlighted a number of key areas relevant to general practice including CVD,
obesity, alcohol and drug misuse, mental health, and the health and well-being of older people.33
In addition, the delivery systems and mechanisms task group32 highlighted the key role of primary care and
the use of incentive systems such as the QOF. The Marmot Review29 paid specific attention to the impact
of the QOF and its role as a mechanism for contributing towards reductions in health inequalities. It was
recognised, however, that the QOF had limitations, and Exworthy et al. in the Task Group 7 report
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cautioned that the QOF is mainly concerned with secondary prevention for existing chronic disease
(Exworthy M, Marmot Review. Task Group 7: Delivery systems and mechanisms Topic 3: Structural
reorganisations and their impact on the ability of the health system to focus on population health.
Unpublished; 2009). There are therefore few indicators which relate to primary prevention (10 of the
146 indicators). There is therefore a risk that primary preventative activities will be overlooked. It is
significant that Marmot29 therefore made a specific recommendation about extending the use of the
QOF to include more primary prevention activities, while recognising that the QOF should not be viewed
as the only vehicle for promoting primary prevention within general practice.
Introduced at the same time as the QOF, the Local Enhanced Service (LES) element of the 2004 GMS
contract has made a significant contribution to supporting public health in general practice. LESs have
been particularly effective in involving GPs in locally driven public health efforts supporting a wide range
of evidence-based public health activities, such as identifying CVD risk and providing long-acting
contraceptives, and in 2009/10 they accounted for some £370M.34 Having the option of LESs in the
contract has provided a way for GPs to reduce preventable morbidity, and it could continue to do so in
the future. This option would be especially helpful in the context of a more diverse provider landscape.
With the election of the new government in 2010, there have been a number of key developments that
have an impact on the public health role of general practice. The 2010–15 coalition government’s
programme published in May 2010 made explicit reference to proposals to restructure the NHS and
specifically to incentivise GPs to tackle public health problems.35 These proposals were further developed
with the publication of two White Papers, Equity and Excellence: Liberating the NHS36 and Healthy Lives,
Healthy People: Our Strategy for Public Health in England,37 which signalled substantial organisational
changes in the NHS and a shift in public health policy. With the Health and Social Care Act 2012,21 PCTs
and strategic health authorities have been abolished. Clinical Commissioning Groups (CCGs) and the new
NHS Commissioning Board (NHS England) took on responsibility for health-care commissioning from April
2013. Of particular significance are the role of NHS England as the contractor for general practice and the
transfer of public health responsibilities to LAs. Many of the activities previously funded through LES,
including sexual health, smoking cessation, prevention and treatment of alcohol misuse, falls prevention
and mental health promotion, are now commissioned through the public health budget of LAs, while the
GP contract is currently the responsibility of NHS England. These shifts are likely to affect the role of
general practice in public health and are discussed later in this report (see Chapter 7).
Other developments include an expanded role for the National Institute for Health and Care Excellence (NICE)
with an increasing emphasis on the development of public health guidance and its new responsibility for
developing QOF indicators. To date, NICE has published 39 potentially relevant guidance documents covering
topics such as accidents and injuries, alcohol, behaviour change, CVD, child health, diabetes, maternal health,
obesity and diet, physical activity, sexual health, smoking and tobacco, vaccine-preventable diseases, and
working with and involving communities (see list at www.nice.org.uk/guidance/published?type=ph).
However, reference to general practice and the wider primary health-care team is limited in this guidance.
For example, NICE Public Health Guidance number 21, Reducing Differences in the Uptake of Immunisations38
identifies the practice and its staff as key practitioners as well as other key primary care settings within the
community and also, for young people, the important role of schools, nurseries and social care settings
involving health-care, social care and education staff. This guidance draws on international evidence,
which may limit applicability to a UK general practice context.
Of particular relevance to this review is the fact that such evidence rarely takes into account the different
international or local contexts of evidence. For example, a systematic review of RCTs on lifestyle
interventions in primary care39 included seven studies: three from the UK as a whole, one from England,
one Finnish, one Australian and one from New Zealand. No account is taken of different payment,
organisational or system contexts. The only key delivery variable referred to is whether it was undertaken
by a nurse or a physician, although these are stated without any further detail. Similarly, a systematic
review of brief alcohol interventions40 included 24 studies across north America, Europe, Africa and
BACKGROUND
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Australia; and a systematic review of interventions in routine clinical practice on nutrition and physical
activity for reduction of diabetes risk41 included 12 studies, with three from the UK, one Japanese, one
Italian, two Swedish, three from the USA, one Finnish and one Australian. Routine clinical practice
locations varied and, while they were predominantly delivered by physicians, this was not always clear.
The aim of this review is to examine the delivery and organisation of health improvement activities in UK
general practice or by the primary health-care team from the practice. The context of the practice or
location and the way the activity is organised, who delivers it, etc. are critical to providing an overview
of such activity. One key problem in examining the public health role of primary care is the lack of single,
stable and bounded definitions of both health improvement and primary care.
Defining public health and primary care
There is some ambiguity about whether the term ‘public health’ is primarily about NHS activity or
something wider. This ambiguity reflects a longstanding debate about the nature of public health itself.
The most widely used definition of public health is that provided in 1988 by Acheson,42 who defined
public health as ‘the science and art of preventing disease, prolonging life, and promoting health through
the organised efforts of society’ (p. 1). The UK Faculty of Public Health endorses this definition; it suggests
that public health is population based; it suggests that there is a collective responsibility for health,
protection and disease prevention; it accepts the key role of the state; and it suggests that tackling public
health problems involves a concern for the underlying socioeconomic and wider determinants of health
as well as disease, and involves partnerships between all those who contribute to the health of the
population. The faculty identifies three key domains of public health practice:
1. health improvement
i. inequalities
ii. education
iii. housing
iv. employment
v. family/community
vi. lifestyles
vii. surveillance and monitoring of specific diseases and risk factors
2. improving services
i. clinical effectiveness
ii. efficiency
iii. service planning
iv. audit and evaluation
v. clinical governance
vi. equity
3. health protection
i. infectious diseases
ii. chemicals and poisons
iii. radiation
iv. emergency response
v. environmental health hazard.
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In the 2010 Public Health White Paper,37 the government set out five domains of public health which were
to be covered by a public health outcomes framework:
l domain 1 – health protection and resilience: protecting people from major health emergencies and
serious harm to health
l domain 2 – tackling the wider determinants of ill health: addressing factors that affect health and
well-being
l domain 3 – health improvement: positively promoting the adoption of ‘healthy’ lifestyles
l domain 4 – prevention of ill health: reducing the number of people living with preventable ill health
l domain 5 – healthy life expectancy and preventable mortality: preventing people from
dying prematurely.
The scope of this review falls mainly in the area of health improvement and domains 3 and 4 outlined in
Healthy Lives, Healthy People.37 However, identifying clear-cut public health activities or responsibilities is
complex, and many activities overlap the domains defined by the Faculty of Public Health and those in the
public health outcomes framework. For this review, the definition of health improvement draws on that
used by the World Health Organization, first outlined by Leavell and Clark in 1958.43
Primary prevention: activities designed to reduce the incidence of an illness in a population and thus to
reduce, as far as possible, the risk of new cases appearing and to reduce their duration. Primary prevention
can be defined as the action taken prior to the onset of disease, which removes the possibility that the
disease will ever occur. It signifies intervention in the pre-pathogenic phase of a disease or health problem.
It includes the concept of ‘positive health’, a concept that encourages achievement and maintenance of an
acceptable level of health that will enable every individual to lead a socially and economically productive
life. Primary prevention may be accomplished by measures designed to promote general health and
well-being, and quality of life of people, or by specific protective measures.
While not all of these areas of activity relate to primary care or even specifically general practice, key
activities such as lifestyle advice, nutrition and health are as much part of practice as immunisation,
safe use of drugs, etc.
Secondary prevention: activities aimed at detecting and treating pre-symptomatic disease. It is defined as
an action which halts the progress of a disease at its incipient stage and prevents complications. Secondary
prevention attempts to arrest the disease process, restore health by seeking out unrecognised disease
and treating it before irreversible pathological changes take place, and reverse communicability of
infectious diseases.
There is an obvious and clear link between the role of general practice and primary medical care, and
secondary protection. The individual focus of general practice, especially in the UK, places the primary
care practitioner in a key position to identify areas for secondary prevention and, where relevant,
undertake action.
Tertiary prevention: activities aimed at reducing the incidence of chronic incapacity or recurrences in
a population, and thus to reduce the functional consequences of an illness; including therapy, various
rehabilitation techniques and interventions designed to assist the patient to return to educational, family,
professional, social and cultural life. This level involves the treatment and monitoring of people with
disease, and general practice plays a key role in this in the UK. For the purposes of this review we have
categorised this as treatment and outside our review.
However, strict demarcation between levels is not always possible, as some activities cut across these
levels. For example, protecting others in the community from acquiring an infection can involve providing
secondary or even tertiary prevention for the infected and primary prevention for their potential contacts.
Some activities do not differentiate between levels so promoting smoking cessation is directed at those
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without any health problems as well as those already identified as having a specific disease. Froon and
Benbassat44 have argued that, given the inconsistencies in the way the different definitions of levels of
prevention are used in practice, this approach should be abandoned. They argued that interventions
should be defined by their objective, target population and type of intervention.
This refocusing of health promotion frameworks has already been promoted in government public health
policy. In Choosing Health: Making Healthy Choices Easier,45 the government set out proposals for more
integrated approaches to prevention and health promotion for children through Children’s Trusts and Children
and Family Centres, and using schools as settings for health promotion working with children and their
families. Primary care was also seen as an integral part of a community-based approach to health promotion.
It is not clear, however, how far the shift has permeated current policy thinking in relation to primary care and
public health activities of general practice. Current policy appears to have demarcated general practice with a
stronger emphasis on the GP role and using consultation opportunities to address individual lifestyle issues.
The 2010–15 coalition agreement The Coalition: Our Programme for Government35 announced that the
Department of Health (DH) would strengthen the role and incentives for GPs and GP practices on preventative
services, both as primary care professionals and as commissioners. As primary care professionals, GPs and GP
practices play a critical role in both primary and secondary care prevention. They have huge opportunities to
provide advice, brief interventions and referral to targeted services through the millions of contacts they have
with patients each year. It is clear that current government policy continues to emphasise the important role of
general practice and primary care that cut across the different levels of intervention and domains of practice.
Similarly, there is a longstanding debate about the nature of primary care.46–49 In the UK, ‘primary care’
generally refers to services provided by general practice, dental practice, pharmacists and opticians. There
is little discussion about the range of services that this encompasses. In 1994 the US Institute of Medicine
defined primary care as the provision of ’integrated, accessible health care services by clinicians who are
accountable for addressing a large majority of personal health care needs, developing a sustained
partnership with patients, and practicing in the context of family and community’ (p. 15).50 Starfield47 has
discussed the parameters of primary care, focusing on the role of primary care in dealing with the whole
person in a holistic way over the long term and providing co-ordination of care for individuals. Starfield47
identified four unique features of a primary care service: first contact access, person-focused care over
time, comprehensiveness and co-ordination. Hogg et al.51 suggest that other important aspects of primary
care include patient–provider relationships as defined by communication, holistic care and an awareness of
the patient’s family and culture. They also argue that primary care performance needs to be set within a
broader structural environment that recognises the wider health-care system, the practice context and the
organisation of the practice. This reflects an increasing acceptance of the role of the health-care delivery
system, including issues of governance and accountability, resources, inter-relationships between primary
care and other health and social care services, and person-centred care.52,53 Kringos et al.53 undertook a
systematic review to identify the core dimensions of primary care, identifying 10 core dimensions. The review
identified preventative and health promotion activities as elements of primary care and, in particular, how
such activities are underpinned by dimensions such as co-ordination of care and equity. However, they
concluded that a primary care system can be defined and approached as a multidimensional system
contributing to overall health system performance and health. The broad nature of primary care and the
difficulty of providing a clear definition were highlighted by Peckham and Exworthy.48 In the UK, primary
care is variously equated with general practice, the primary health-care team and a broader view of a wide
variety of community-based services. For the purposes of this review we identified our focus as those health
improvement activities that are undertaken in general practice or by staff located in practices but which are
delivered outside the practice. This definition was not without its problems, and relating definitions to search
terms was complex (see Chapter 3). There are, however, specific aspects of policy and practice that directly
relate to the organisation and delivery of health improvement within general practice and primary care
settings and are directly relevant to this review, including contractual issues in general practice, pay for
performance, its organisation and staffing, and relationship to professional public health practice.
DOI: 10.3310/hsdr03290 HEALTH SERVICES AND DELIVERY RESEARCH 2015 VOL. 3 NO. 29
© Queen’s Printer and Controller of HMSO 2015. This work was produced by Peckham et al. under the terms of a commissioning contract issued by the Secretary of State for
Health. This issue may be freely reproduced for the purposes of private research and study and extracts (or indeed, the full report) may be included in professional journals
provided that suitable acknowledgement is made and the reproduction is not associated with any form of advertising. Applications for commercial reproduction should be
addressed to: NIHR Journals Library, National Institute for Health Research, Evaluation, Trials and Studies Coordinating Centre, Alpha House, University of Southampton Science
Park, Southampton SO16 7NS, UK.
9
The general practitioner contract
Historically, GPs’ status as independent contractors to the NHS has meant general practice has been
relatively free of direct management and monitoring compared with other parts of the NHS and has
predominantly provided a demand-led sickness service. Thus, any focus on public health has tended to be
more focused on a secondary level of prevention, although GPs have always provided general lifestyle
advice, vaccination, etc., as a normal part of good practice.48,54 GPs’ income was based on allowances,
capitation and fees for a limited set of services, and the nature and quality of care was undefined and
left to professional discretion.54 There is a range of general incentives for GPs and the wider primary
health-care team to engage in public health activities. Capitation payment systems (such as that for UK
GPs) provide a general incentive for health promotion and managing long-term care problems to minimise
inappropriate use of primary care services – particularly when compared with fee-for-service payment
systems.55,56 However, practice in the UK falls short of this aspiration.57,58 In addition, wider influences
such as national policy frameworks, guidelines, professional competencies, and practice guidelines and
educational programmes seem to influence physician practice and encourage more preventative health
interventions and practice, but the evidence is limited.59
Before the introduction of the latest GMS contract in 2004, practices were given financial incentives to
provide health promotion. For example, cervical cancer screening is undertaken predominantly within
general practice by GPs and practice nurses. Target payments (for achieving 50% and 80% coverage rates)
were introduced in 1990 as part of the revised GP contract and, while provision of this financial incentive
increased coverage from 53% to 83% of GPs achieving the 80% target, these improvements bore no
relation to local need.60,61 However, for GPs and practices which found it difficult to achieve even 50%
coverage, there was no real incentive to try and maximise the uptake of screening.60
The new GMS contract of 2004 continued the trend of increasing regulation of clinical practice to improve
quality of clinical care, with a pay-for-performance system rewarding practices for the quality of their
services.62 The main principles of the new contract were:
l a shift from individual-GP to practice-based contracts
l contracts based on workload management, with core and enhanced service levels
l a reward structure based on the new QOF and annual assessments
l an expansion of primary care services
l modernisation of practice infrastructure (especially information technology systems).
The contract is not universal, as there are alternative contract types alongside the GMS contract, including
Personal Medical Services, which cover about 30% of practices and were developed in the 1990s;
Alternative Provider Medical Services aimed at contracting private sector companies to run GP practices;
and Specialist Provider Medical Services contracts for specific GP services such as those for homeless
people. The core contract includes general patient care, with prevention seen as an integral part of the
provision of such care. Over the years, specific aspects of prevention have been identified beyond clinical
care, such as health checks for new patients. LESs also provided a way for PCTs to contract for specific
areas of health promotion such as drug and alcohol services, extending stop-smoking services,
breastfeeding initiatives and dealing with other locally identified public health problems. By 2009, LES
expenditure represented a significant investment in locally defined services.63
The QOF has also been used to target some preventative activities, although to date their extent has been
limited. There were recommendations in the Marmot Review29 for greater use to be made of the QOF for
reducing health inequalities. Currently, despite the inclusion of key clinical areas and an increasing
emphasis on prevention, there is little evidence to support any substantial beneficial impact of the QOF on
either preventative activities or reducing health inequalities.64,65 However, there is some evidence to show
that the QOF has contributed to a reduction in the delivery of clinical care related to area deprivation,66
and a systematic review of the impact of pay-for-performance schemes on health inequalities concluded
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that inequalities have largely persisted since the introduction of schemes.67 The Healthcare Commission
report68 noted that the QOF is unlikely to encourage practices to try and include the most ‘hard to reach’,
since no further points are received once 90% coverage has been achieved. Typically, QOF points are
awarded to reflect workload and consist of both a minimum performance threshold (payments beginning
once 40% of eligible practice population have been treated) and a maximum threshold (e.g. 90% of those
eligible) with graduated payments in between.
Few QOF indicators directly address health outcomes and primary prevention. The evidence suggests that
the QOF has improved health outcomes for some conditions, but has had a limited impact on others,
including adverse effects for population subgroups and non-incentivised activities. Current research also
highlights the limitations of the QOF scores awarded in improving health outcomes, due to the indicators’
ceiling thresholds and the suboptimal clinical targets set compared with national clinical guidelines.69,70
One key exception has been the inclusion of smoking targets. These were included in early versions of the
scheme and was associated with the universal uptake by GPs for recording the smoking status and
providing smoking cessation advice for patients with various comorbid factors [coronary heart disease
(CHD), stroke or transient ischaemic attack, hypertension, diabetes, chronic obstructive pulmonary disease
(COPD) or asthma and, from 2008, chronic kidney disease, schizophrenia, bipolar disorder or other
psychoses]. Notably, the original QOF threshold for intervening with smokers without comorbidity factors
was simply that status was recorded at any time. This was changed in 2006, when recording smoking
status in non-morbid patients was required periodically (every 27 months), rather than ‘ever’, to attract
payment. However, only one indicator is solely focused on the achievement of an actual health outcome
(i.e. the number of epilepsy patients who have been seizure free in the last 15 months), whereas the
remaining intermediate outcomes relate to targets which are an indirect measure of one’s health (e.g.
cholesterol < 5mmol/l). The QOF points available are also weighted towards particular conditions such as
diabetes (88 points) and CHD secondary prevention (69 points), compared with scores available for COPD
(30 points), depression (31 points) and other mental health conditions (40 points).
The QOF also allows GPs to ‘exception report’ to ensure that they are not penalised by patients who do
not attend reviews of their medication or where patients are unable to tolerate medication, possibly
because of side effects. Exception reporting is supposed to ensure that GP performance is measured
only against a viable practice population. However, it is possible for reporting to be ‘gamed’ to exclude
high-risk patients or those for whom GPs have missed targets, thereby decreasing the patient pool and
maximising QOF scoring.71
The organisation of preventative activities in primary
care settings
A Cochrane review72 on the secondary prevention of ischaemic heart disease stated it succinctly: while the
benefits of individual medical and lifestyle interventions are established, the effectiveness of interventions
which seek to improve the way secondary preventative care is delivered in primary care or community
settings is less so. A review by The King’s Fund18 examining the quality of general practice identified that a
key challenge to improving the quality of public health and ill-health prevention is that there is a lack of
evidence about the effectiveness of interventions carried out by primary care practitioners. The authors
concluded that:
Evidence about the effectiveness and cost-effectiveness of public health interventions is growing . . .
However, more needs to be done to help understand how general practice can effectively tackle
ill-health prevention. General practice, public health practitioners and academics all have the
responsibility to work together to improve this evidence base.
p. 3118
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While it is clear that there is a substantial commitment, in terms of both policy and practice, for general
practice to be engaged in public health activities, the literature tends to discuss this in one of three ways.
The first way is in the focus at a conceptual level examining the links between primary care and public
health. The second is the focus on the public health role of primary care professionals. Finally, the literature
has examined the role of the practice as a location for public health activity. We examine each of these
areas in turn.
Primary health care as public health
There has been a longstanding debate within general practice about the extent to which ‘primary health
care’ has both a community and an individual orientation.47,48 There is good evidence to demonstrate that
primary care can effectively contribute to individual health. Health promotion activities can be categorised
as individual, practice and community based, and these may be primary or secondary prevention activities.
The development of public health policy and practice in the second half of the twentieth century was
marked by two major inter-related tensions: whether public health is a largely medical domain or
a multidisciplinary one, especially given the wider determinants of health, and whether public health is a
specialist or generalist activity.27 These two tensions are central to discussions about the role of general
practice in public health. Primary care has been seen as a logical location for local public health action,
and its role was specifically identified in the Alma Ata declaration.1 However, in many Western industrial
countries this link has not been so clearly identified and a more individualistic, medicalised system of
primary medical care has developed. This is particularly true in the UK.48,73 Since the late 1970s there has
been an increasing recognition that primary care should encompass a population health perspective and
that prevention and health improvement are key constituents of high-quality primary health care.1,47,53
Experience suggests that, while the public health activity of practices is located in the community, primary
care professionals do not necessarily engage with the community about public health issues and about the
relevance of their activity to the community’s health priorities.12 Generally, the structures and cultures
of primary care organisations reflect the dominant medical model, which inhibits the development of
community perspectives on health.12,74 Many professionals, then, confine their public health activity to a
strictly clinical agenda. Those who do engage with the community on wider public health issues go
beyond their formal role,8,10,12,75 although there is a tradition of public health within UK general practice,
and of activist doctors addressing health inequalities in deprived communities.13,14 Direct policy support for
public health came with the 1990 GP contract, which introduced the first payments for reaching cervical
screening and immunisation targets, and for running ‘health promotion’ clinics. The development of
primary care organisations in the 1990s shifted the focus towards population approaches, seemingly
building on incentives for health promotion and education, as well as secondary prevention, that already
existed in UK general practice.48,76,77 However, none of these incentives succeeded in drawing GPs ‘beyond
the surgery door’, and they still focused on what were essentially clinical activities.10,78 Generally, GPs focus
prevention interventions on patients at high risk rather than taking a population approach or maximising
opportunities for health promotion advice to all patients who might benefit.79 Nevertheless, prevention is
seen as an important element of the role of primary care practitioners.80,81
Professional public health practice in general practice and primary care
The range of professionals engaged in general practice and primary care include all staff who work within
the practice, are based or located at the practice or are part of the primary health-care team linked to the
practice. There has been discussion about the public health role of such professionals for many years. Policy
tends to focus on the role of the practitioner, with the main emphasis on the GP, although there has been
an increasing recognition of the roles of other practitioners based in general practice or providing primary
care services. However, the main funding mechanism for general practice remains the GMS contract,
which is negotiated with the GP principals in the practice, and most payment mechanisms are historically
associated with GP activities. For example, while the QOF is essentially a reward system for GPs to undertake
specific activities with patients, it is practice nurses who actually undertake much of the work.82
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Tannahill83 has argued that public health in primary care incorporates clinical and non-clinical dimensions and
that it challenges GPs to more proactively address their patient population’s needs. This view was supported
by the coalition government of 2010–15, which identified the need to extend the public health role of GPs
and further incentivise public health activity through the QOF.37 The Royal College of General Practitioners also
supports a stronger, proactive role for GPs in carrying out public health activities and interventions, with health
promotion representing a core element of the general practice curriculum (Box 1).7
At the heart of the relationship between general practice and public health is an ethical balance between
individual and collective freedom. For primary care practitioners, the roles of patient’s advocate and
population planner may conflict with one another.84 Many practitioners are ambivalent about the place of
health promotion alongside their more central clinical caring role. Some GPs question the idea that they
should be vested with responsibilities for social engineering that are really the proper role of government.85
BOX 1 Royal College of General Practitioners curriculum on health promotion and preventing disease
General practitioner knowledge
l A wide knowledge of the public’s health and prevalence of disease.
l The ability to judge the point at which a patient will be receptive to the concept and the responsibilities of
self-care.
l Knowledge of patient’s expectations and the community, social and cultural dimensions of their lives.
l Understanding the importance of ethical tensions between the needs of the individual and the community,
and to act appropriately.
Working in partnership/teamwork
l Working with other members of the primary health-care team to promote health and well-being by
applying health promotion and disease prevention strategies appropriately.
l The ability to work as an effective team member over a prolonged period of time and understand the
importance of teamwork in primary care.
l Understanding the role of the GP and the wider primary health-care team in health promotion activities in
the community.
Changing behaviour
l Understanding approaches to behavioural change and their relevance to health promotion and self-care.
l Changing patients’ behaviour in health promotion and disease prevention.
Educating patients
l Helping the patient to understand work–life balance and, where appropriate, help patients achieve a good
work–life balance.
l Describing the effects of smoking, alcohol and drugs on the patient and his or her family.
l Promoting health on an individual basis as part of the consultation.
l Negotiating a shared understanding of problems and their management (including self-management) with
the patient, so that the patient is empowered to look after his or her own health and has a commitment to
health promotion and self-care.
l Giving information on acute and chronic health problems, on prevention and lifestyle, and on self-care.
Source: Royal College of General Practitioners. Healthy People: Promoting Health and Preventing Disease. 2007.
URL: www.rcgp-curriculum.org.uk/pdf/curr_5_Healthy_people.pdf (accessed 10 June 2010).7
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General practitioners are also often untrained as health educators, and may have a narrow view of health
promotion and limited experience of community development activities. The potential for primary care
practitioners to influence public health is also shaped by the role of local health purchasers, which
redistribute resources between geographical areas, clinical disciplines and practices to support a public
health agenda. However, the GP contract has for nearly 20 years included a number of aspects of health
promotion, and more recently the Marmot Commission on health inequalities29 has focused some
attention on developing the performance elements of the contract, within the QOF.
There has also been a longstanding debate about the public health role of nurses and allied health
professionals.86 In particular, the health promotion role of nurses has long been recognised by professional
and regulatory bodies that have advocated a stronger public health role in nursing.87 Following the
publication of Making a Difference: Strengthening the Nursing, Midwifery and Health Visiting Contribution
to Health and Healthcare,88 there has been an increasing policy emphasis on developing the public health
role of nurses. However, there has been an increasing trend towards more clinical specialisms, and concerns
have also been raised about supporting the public health roles of key groups such as health visitors and
school nurses.89–91 There has been less discussion about the public health role of district and other specialist
nurses.86 However, over the last 20 years, practice nurses have experienced a substantial change in their
involvement in public health activities. The introduction of health promotion banding payments in the
1990s, the focus on screening and the introduction of the QOF in 2004 have had a significant impact on
the role and workload of practice nurses and also led to the introduction of more health-care assistants
working in general practice.92,93 Practice nurses are undertaking a substantial amount of the screening and
monitoring activities in general practice for blood pressure, diabetes, asthma, etc., creating a stronger health
promotion role with symptomatic patients. There has also been an increase in practice nurses undertaking
smoking cessation work.94,95
Changes in the role of health visitors in the past 20 years have involved a more targeted focus on
disadvantaged groups and families. This has involved closer working with developments such as Sure Start
and family/children centres.96 While the specific role of the public health nurse (as in Scotland) has not
been developed in England, health visitors remain the most public-health-focused nursing role.97 However,
the coalition government of 2010–15 was committed to increasing the health visiting workforce by
4200 health visitors by 2015. This commitment was supported by the Health Visiting Implementation Plan,98
which uniquely set out the government’s determination for health visitors to be the key drivers for child and
family public health through the vehicle of the Healthy Child Programme.99 This is on target to be achieved,
although the evidence base for health-visiting interventions remains relatively weak.100
More broadly, however, there has been a clear shift in thinking about practitioner roles that increasingly
highlights a health promoting role and one that also emphasises the practitioner’s role as a facilitator as
well as medical or health professional expert. The growing emphasis on self-care, coproduction and
supporting self-management has influenced approaches to health promotion. However, in general practice
the emphasis appears to have been an increasing focus on individual lifestyle and clinical interventions with
patients identified with specific risk factors or with existing morbidities. The shift has been reflected in the
definition of core professional values and the incorporation of population health as a core professional
value80,81 but does not appear to incorporate core public health skills such as those identified in the public
health skills framework.101 This has been developed by Public Health England (PHE) to provide a clear
structure for public health practice and professional development in public health.
There has also been a growing interest in the roles of non-nursing, non-practice-based community staff
such as community pharmacists.102,103 Agomo undertook a scoping study exploring the range of roles that
community pharmacists were providing in public health.104 Dominant activities were smoking cessation,
healthy eating and lifestyle advice, provision of emergency hormonal contraception, infection control and
prevention, promoting cardiovascular health and blood pressure control, and prevention and management
of drug abuse, misuse and addiction. However, the study identified gaps in the UK evidence base and in
knowledge of what activities were being undertaken in some geographical areas (e.g. London).
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General practice as a location for public health activity
General practice has been seen as an ideal location for health promotion activities, as it is the location of
most individual contacts with the health service in the UK. In 2008/9 there were just over 300 million GP
consultations in England. The average number of patient consultations each year has been gradually
increasing from 3.9 in 1995/6 to 5.5 in 2008/9. Since 2004 in particular, there has been a change in the
proportion of patients seen by nurses in primary care, with the proportion of nurse consultations increasing
from 21% to 34%, and consultations with GPs reducing from 75% to 62%, reflecting changing workload
patterns. This shift may reflect a change in recording of nurse consultations as well as an increase in the
numbers of patients seen. This represents a high degree of contact with practice populations. While recent
changes in out-of-hours care, increased advice roles for pharmacists and the development of telephone
advice lines and walk-in centres have provided alternative points of contact, general practice remains the
main first point of contact and ideally placed to develop and support health improvement activities.
However, in many ways the boundaries of the practice have changed, as many community activities are
linked to general practice through the activities of community nurses and there is a recognition that some
activities traditionally associated with general practice may be better provided in other community locations
including people’s homes, schools and community pharmacies. In addition, there is a greater expectation
that the role of general practice is to refer people to preventative activities such as specialist stop-smoking
services, weight loss services and exercise activities. Developing closer links with schools – for sexual health
and other health support services for young people – has led to not just school nurses but other health
professionals working in schools. With changes to the structure and delivery of health services, some
activities traditionally seen as part of general practice can now be delivered by a range of agencies such
as community organisations delivering the NHS Health Check.
Watson15 has suggested that, rather than focus attention on general practice as a location for health
promotion, the development of the concept of a health-promoting practice should be employed. Drawing
on ideas in the World Health Organization Ottawa Charter for Health Promotion,105 Watson argues that
it is possible to conceptualise the practice as a setting. While the focus of ‘settings’ has been on the
community or schools and workplaces, the principles of the ‘settings’ concept can be applied to primary
care. ‘Settings’ literature has emphasised key central concepts that involve the desire to act on policies,
reshape environments, build partnerships and develop empowerment and ownership as well as developing
personal competencies for public health.106,107 There is also a shift from medical expert to change facilitator
for health promotion. This broadens the perspective of activities and who undertakes them, where they
are undertaken and how they are delivered. It shifts attention away from specific interventions for individuals
and places health promotion practice in general practice within a broader social and environmental context.
In undertaking this review we have drawn on this concept to structure our data collection and analysis.
Conclusion
The discussion of current issues raises a number of concerns about examining the public health role of
general practice and primary care. These relate to two broad themes. The first is methodological. While
there has been a substantial number of research papers and reviews on health promotion in general
practice, the focus has been on the intervention. Very little attention appears to have been paid to the
way interventions are delivered or organised. Reviews, in particular, have not addressed this organisational
context. The second is that many reviews draw on international evidence and this raises important
questions about their relevance to UK general practice. While not unique in terms of its structure and
organisation, UK general practice has a particular organisational form, tradition and funding structure
which are different from most other countries. Such differences – the QOF being a good example – are
likely to create different incentives and contexts within which health promotion takes place.
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It is also clear that much of the literature and research on health promotion focuses on the relationship
between the practitioner and the individual patient. UK general practice operates within an individualised
medical model.48 Developments in recent years have tended to strengthen this focus, with an emphasis
on individual, clinical (predominantly pharmaceutical) preventative interventions. Broader, more
community-based approaches – such as those advocated by Julian Tudor-Hart,14 for example – tend
not to be supported by policy or professional and regulatory guidelines. Following the Marmot Review29
there has been more policy interest in developing the public health role of general practice, and new QOF
criteria to promote preventative activities are being developed by NICE. However, there remains a degree
of uncertainty within general practice itself about its public health role and how preventative interventions
are best delivered.
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Chapter 3 Methods
Introduction
Our methodological approach was based on the standard methodology for scoping reviews.108,109 It
consisted of two components: (1) literature review and (2) consultation with key stakeholders. The findings
from these components were integrated to establish how well current knowledge mapped onto priorities
and issues identified by stakeholders, to identify gaps in knowledge and future priorities.
The aim was to conduct a synthesis of the research evidence and wider literature on public health and primary
care. Reviews of health improvement interventions pose numerous challenges due to multicomponent
interventions, diverse study populations, multiple outcomes measured, the wide range of approaches and
study designs used, and the effect of context on intervention design, implementation and effectiveness.110
An initial scoping of the literature identified in excess of 20,000 papers that may be relevant to the topic
area, and we developed strategies designed to manage paper selection and data extraction. The aim was to
undertake a review of the extant literature on health improvement and primary care, focusing on the
contribution of activities undertaken in or associated with general practice, wider practice and the primary
health care team. However, following changes to the NHS and developments in public health service
provision in England, the scope of the review was extended to include non-practice-based health
improvement activity. This included exploring the roles of primary health care team members in the
community and schools, and community pharmacists. However, the focus remained primarily on those
activities associated with general practice, and our search strategies were based upon this central premise.
The review focused on examining the health improvement role of general practice in England, Scotland,
Wales and Northern Ireland. We initially intended including English-language papers on health improvement
roles in health systems with similar general practice organisational arrangements (e.g. Holland, Sweden,
Canada, New Zealand), however, the initial literature searches identified a substantial number of papers and,
given the specific nature of UK general practice and the need to produce findings relevant to the delivery
and organisation of public health activities in UK general practice, it was decided to restrict the searches to
UK studies only.
This study was not a systematic review of the literature but, in order to provide a comprehensive synthesis of
the evidence, the team approached the review drawing on systematic methods. The conceptual complexity
of both public health and primary care raised a number of initial problems in identifying key words for the
literature search. In addition, the team also recognised that a focus on service delivery and organisation
would create difficulties in identifying relevant literature. It was decided to approach the review in a number
of stages including a hand search of selected primary care/public health journals and NHS public health
reports. This was to be followed by an initial search of key databases and then broadened to cover all
relevant databases. Dependent on the number of papers found, we would then develop a strategy for
paper selection.
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Ethics
Formal NHS ethical approval was not required, as the study sought information only on current service
delivery. The study was classified as service evaluation as defined by current National Research Ethics
Committee guidelines: Defining Research, published by the NHS Health Research Authority.111 The research
was conducted in line with ethical standards relevant to applied research and had approval from the London
School of Hygiene and Tropical Medicine ethical committee.
Preliminary hand searches
To facilitate the development of search terms for the literature search, preliminary hand searches of key
journals and PCT public health reports were undertaken. The purpose of this preliminary work was
to create a more useful list of keywords for our search. We selected two recent director of public health
reports from each strategic health authority: one from a rural PCT and one from an urban PCT (based
on calculated population density). The reports were reviewed for references to ‘GP’, ‘general practice’,
‘primary care’ and ‘primary health care’. Each report was also skimmed to make sure relevant references
were identified. We recorded any discussion of health problems in relation to general practice and any
mention of general practice interventions as well as noting the common words or phrases used.
Journals included in the hand search were the British Journal of General Practice, Health Promotion
International, the Journal of Public Health and Primary Health Care Research and Development. Tables
of contents from 1990 to the present were skimmed for titles relating to health promotion or disease
prevention services delivered in general practice or by general practice staff. Broad selection criteria were
used, and all study types were considered. Full-text papers were downloaded and skimmed and, if the
paper still fitted our topic, three pieces of data were recorded for each paper: relevant keywords used,
health problem discussed and type of intervention discussed.
In addition to these hand searches, the research team met with public health experts, local public health
managers and staff in general practices. The aim of these discussions was to help focus the review and
provide a rationale for paper selection. As a result it was decided that we would categorise papers that
were selected for review into one of four categories:
l include for evidence synthesis of approaches to delivery/organisation of health improvement
l include because tells us about health improvement activities undertaken in primary care
l mark as a paper ‘of interest’
l reject paper.
While the evidence synthesis focused on the first category, we also decided to include papers in the
second category in the review, as they provided useful information about the range of activities being
undertaken in general practice.
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Preliminary results
There was a wide variation in the amount that GPs were mentioned in PCT public health reports. Several
reports did not mention general practice at all while others listed innovative measures that general
practices were implementing to tackle public health problems.
Four journals were searched for papers on general practice provision of public health services between 1990
and 2010. Numbers of relevant papers from each journal were 75 from the British Journal of General
Practice, six from Health Promotion International, 15 from the Journal of Public Health and six from Primary
Health Care Research and Development.
Based on this list of terms, we undertook a MEDLINE search, which yielded over 100,000 hits. A rapid
review of a small selection of abstracts showed that few papers were likely to be relevant. This result
suggested that our search strategy was too wide. However, we also found that a number of the papers
that we uncovered in our hand search had not been detected by this broad search strategy. Our next step
was the practical one of narrowing our search finding to a manageable number of papers. We developed
a second search strategy that identified specific keywords that appeared to generate substantial relevant
hits from within our original list of terms. We also restricted our search to the UK to try to identify a
manageable pool of references. See Appendix 1 for the literature search strategy.
Initial literature search
Thus, an initial search of Ovid MEDLINE, informed by the keywords obtained from the hand searches,
was conducted by combining synonyms for primary care, public health and the UK. The search strategy is
listed in Appendix 1. Results were limited to academic papers published in the English language between
1990 and 2010. The search yielded 14,948 references. Bearing in mind that the final literature search was
planned to be conducted on four databases, this high number of papers from one database was deemed
to be unmanageable for paper selection. Steps were therefore taken to further refine this search.
Refinement of literature search
The initial search was refined by replacing the public health search terms with synonyms for three areas of
public health highlighted in the Healthy Lives, Healthy People White Paper.37 These were ‘prevention’,
‘health improvement’ and ‘health promotion’. Thus the search was a combination of synonyms for these
three areas of public health, primary care and the UK. The search was run on four databases, namely
MEDLINE, EMBASE, Global Health and CINAHL Plus, using strategies designed specifically for each
database, described in Appendix 2. Results were limited to academic papers published in the English
language between 1990 and 2010. This search yielded 7209 results in total after duplicate references
were removed using EndNote X4 software (Thomson Reuters, CA, USA).
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The discrepancy between 7209 results from four databases in the refined search and 14,948 results from
one database in the initial search led to concerns that the refined search may have missed relevant papers.
In order to investigate this, a sample of references published in June of each year from 1990 to 2010
which were retrieved by the initial search but not by the refined search were examined. From this, eight
additional areas to supplement the refined search were identified. These were alcohol and drug addiction,
brief interventions, exercise therapy, immunisation, lifestyle, risk reduction, screening and smoking
cessation. Synonyms for the eight areas were combined with search terms for primary care and the UK,
and limited to academic papers published in English between 1990 and 2010, as before. The search
strategies for each of the four databases are shown in Appendix 2.
The final literature search results consisted of references retrieved by combining the search strategies
used in our refined search (see Appendices 1 and 2). Duplicate references were removed using EndNote
X4 software. The process was repeated on 12 May 2012 to identify papers published in 2011 and early
2012. The total number of references retrieved for the years 1990–2012 was 16,791.
Paper selection
Paper selection was conducted in three sequential stages: by title, by abstract and by full text. At each
stage, the following inclusion criteria were used:
l Is it focused on primary care?
l Is it health improvement (defined as primordial, primary, secondary or tertiary prevention, and also
encompassing health promotion)?
l Is it, or could it be, related to service delivery or organisation?
l Does it report research findings or, alternatively, does it contain a description of health improvement
activities undertaken in practice?
If the answers to all four questions were yes, the paper was progressed to the next stage. Where abstracts
were unavailable or did not provide sufficient information to assess the paper’s relevance, the full text
was obtained in order to assess relevance.
The 16,791 references were divided so that, in the title selection stage, the title of each paper was
reviewed separately by three reviewers. If any one reviewer considered a paper to be relevant, it was
progressed to the abstract selection stage. In the abstract stage, references were divided so that each
abstract was reviewed separately by two reviewers. If both reviewers considered a paper to be relevant,
it was progressed to the full-text stage. In the full-text stage, data from each paper were extracted by
individual reviewers. There was also an opportunity to discard papers at this stage, if considered to be
irrelevant upon examination of the full text. The overall search and paper selection process is shown
in Figure 1.
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Removal of
duplicates
Review of titles
Review of
abstracts
Review of
full text
Records after removing
duplicates
(n = 16,791)
Records selected through
review of abstracts
(n = 1378)
Data extracted from papers
(n = 658)
Full text of papers published
1996–early 2012 retrieved
(n = 1140)
Records (published 1990–early 2012)
identified through database searches of
MEDLINE, EMBASE, Global Health and
CINAHL Plus
(n = 23,848)
Records selected through
review of titles
(n = 3417)
Review of titles
and abstracts
Papers which reported
research findings
suitable for evidence
synthesis
(n = 347)
Papers which
described health
improvement activities
in primary care
(n = 136)
Papers ‘of interest’
(n = 175)
Records excluded
because titles were
not selected by any
of three independent
reviewers
(n = 13,374)
Records excluded because
abstracts were not selected
by both independent
reviewers
(n = 2039)
Papers published 1990–5 set
aside owing to the large volume
of relevant articles identified
(which were published between
1996 and early 2012)
(n = 238)
Papers excluded by individual reviewers
because considered irrelevant upon
examination of full text. Reasons for
exclusion: (1) none of the research was
conducted in the UK, or none of the
activities described was based in the UK;
(2) not related to primary care; and (3) not
related to health improvement
(n = 482)
Searches of the title, abstract or keyword
fields of records in the Cochrane Reviews
Library conducted in January 2012,
using the following search terms:
• promotion (54 hits)
• promoting (261 hits)
• preven* (title field only) (871 hits)
• ‘primary care’ (96 hits)
• ‘general practice’ (14 hits)
• ‘general practices’ (2 hits)
• cessation (119 hits)
• smoking (134 hits)
• diabetes (202 hits)
Potentially useful
Cochrane
systematic
reviews
identified
(n = 27)
Findings of the review were drawn from 483
papers, in addition to information on service
delivery extracted from Cochrane systematic reviews
FIGURE 1 Flow diagram of review process.
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Supplementary searches
In addition to our database searches we undertook a search of The Cochrane Library to identify potential
reviews that might have relevance to our review. Searches of the title, abstract or keywords of reviews in
The Cochrane Library were performed in January 2012 using the search terms listed below:
l promotion – 54 results
l promoting – 261 results
l preven* (search restricted to title field only) – 871 results
l ‘primary care’ – 96 results
l ‘general practice’ – 14 results
l ‘general practices’ – 2 results
l cessation – 119 results
l smoking – 134 results
l diabetes – 202 results.
The results were manually reviewed to identify potentially relevant reviews.
We then examined each of the final results for any information relating to public health service delivery
and organisation in primary care. We identified 27 potentially useful reviews (see Appendix 3). In addition
there were three reviews in progress that were possibly relevant and we also identified a review on
Interventions to implement prevention in primary care that was registered in 2001 but then withdrawn in
2005 owing to a lack of resources available to undertake the review.
The results of these reviews were incorporated into the findings from our literature search. While there is
inevitably some overlap of papers, we conducted a brief cross-check. Given the differences in search
strategies, review focus and quality assessment, this was limited.
We also examined NICE guidance on public health and primary care but this was more limited. NICE
started undertaking public health reviews only recently. However, where relevant, the guidance is referred
to in this review.
Finally, we searched for other reviews that focus on public health and primary care. Two key reviews were
identified. The first was undertaken in Canada23 and the other was by the Committee on Integrating Primary
Care and Public Health Board on Population Health and Public Health Practice, US Institute of Medicine.24
Both these reviews examined the relationship between primary care and public health. The first of these had
a very broad focus and had little direct relevance to general practice or actual health improvement activities.
The US review was very specific on the US context and the potential for developing public health in primary
care. Neither review added anything substantial to our own searches but they are referred to where relevant.
Data extraction
Given the large volume of relevant papers identified, a decision was made to perform data extraction on a
subset of papers published from 1996 to early 2012. We identified that older papers tended to be selected
less and decided that we would therefore restrict full data extraction to after 1995. We retained the
selected references for 1990–5 and, where relevant, examined and included papers in the review where
they added additional information. The topic ranges for these papers focused on a small number of
themes including health checks for older people, smoking cessation, health promotion payments (under
the 1990 GMS contract) and CVD. There was a large number of papers describing activities in general
practice and the community. There has been a substantial number of changes to the funding and
organisation of primary care since the mid-1990s, and therefore we focused mainly on the more recent
papers. Details of selected papers are given in Chapter 4.
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Data were extracted from each relevant paper into an Access 2010 (Microsoft Corporation, Redmond, WA,
USA) database using a standardised form, which is included in Appendix 4. The form had been designed
by the research team and contained fields to capture information on the type of study, outcomes,
population targeted, service provider and main results. For intervention studies there were fields for
describing the intervention and how it related to service delivery or organisation. Designing a single data
extraction form for use across all types of studies was complex and the final format did not provide a
single structured way to extract data from qualitative studies. The limitations of the data extraction
form were:
1. The depth and nuances of the information extracted from qualitative studies may have been limited by
all researchers extracting data not having a ‘rule’ about which findings to extract from qualitative
papers, other than ‘a summary of the results and conclusions’.
2. It relied on researchers using individual judgement to interpret the ‘outcome assessment (risk of
measurement bias)’ criterion of the quality assessment section about how appropriately and reliably
data were collected in the qualitative studies to address their aims.
To counter this we undertook extraction on a group of papers and compared results between researchers to
obtain some cross-researcher consistency. In addition, when drafting results sections authors returned
to a number of key full texts to ensure correct data interpretation. During data extraction, papers were
grouped in terms of whether they simply described health improvement activities in primary care, or they
reported research findings which could be included for evidence synthesis. Quality assessment was
conducted on the latter group of studies.
Quality assessment
Several tools exist for determining the quality of studies for reviews. However, given the large volume
of papers included in this review, and the diversity of study designs which were both quantitative and
qualitative, it was not possible to find one tool that would be sufficient for the task. Instead, a general
assessment of the quality of each study was formed by critiquing five areas:
l quality of the sampling process (including the sample size)
l appropriateness of the analysis
l comparability of the intervention and comparison groups
l quality of the intervention delivery (including whether consistency of the intervention was measured or
there was risk of contamination)
l outcome assessment.
For each area, reviewers stated in the data extraction form whether or not the approaches taken in the
study on these five criteria were applicable to the study design. The reviewers indicated, under each area,
whether they had no concerns, minor concerns or major concerns. Studies were graded as:
l A, high quality, if there were no concerns across the applicable areas
l B, good quality, if there were one or two minor concerns
l C, lower quality, if there were major concerns or multiple minor concerns
l D, poor quality or not assessable, if there were major concerns or insufficient detail.
The goal of our search strategy was to identify a body of literature on the delivery and organisation of
health promotion and disease prevention undertaken in general practice. We expected problems in
identifying relevant papers, but the main problem was that we found many unrelated results while missing
out some relevant ones. Several challenges were identified that make it difficult to (1) define the topic
of general practice and public health and (2) identify the literature on this topic. These challenges can be
categorised as ‘practical challenges’ and ‘conceptual challenges’ as follows.
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Practical challenges
In our search strategy, papers needed to have a GP or primary care-related term in the title or abstract in
order to be picked up. This was clearly necessary to keep findings relevant to our topic, but this strategy
misses the body of research on clinical interventions that are delivered in a different setting rather than in
general practice. For example, some studies on smoking cessation or exercise on prescription were not
done in general practice, so these papers did not have a ‘GP term’ in the keyword list, title or abstract.
However, these interventions are in reality often delivered by GPs, so these studies were relevant to our
scoping study. This problem was discovered when investigating papers from the hand search that did not
appear in the literature search results, and accounts for some of the papers we ‘missed’ in our
database search.
Conversely, many of the studies that do involve general practice are surveys of GP knowledge and
attitudes, audits of GP patient lists, or surveys of patient reactions to GP-provided services. These
qualitative studies are useful for defining a problem or gaining patient perspective, but seldom provide
evidence on outcomes of interventions. The abundance of this type of study became clear after a quick
scan of the results from our database search, and it partially explains the large number of studies we
recovered with our search terms that were not relevant to service delivery.
There are several types of interventions and diseases that are particularly common in the literature of GPs
and health promotion, for example behaviour modification and CVD. It would be useful to do broad
searches that include these terms to ensure that we have covered these topics, as they relate to our
questions, in their entirety. However, the terminology used for these and many other topics is not
straightforward. For example, behavioural interventions use a variety of phrases such as ‘health behaviour’,
‘lifestyle management’ and ‘behaviour modification’. Relevant studies on CVD use the terms ‘cardiovascular
disease,’ ‘coronary heart disease’ and ‘coronary risk factors’ among others. This use of different keywords
to describe the same disease or same type of health interventions makes it difficult to be sure of the
completeness of a search. This is a problem for those trying to do review studies, but it also makes it difficult
for practitioners at every level (from GPs to PCT public health officials) to find information quickly on a
given topic.
As in many fields, the hand search showed that research priorities in general practice and public health
have changed over time. These changes in research reflect changes in disease prevalence (as in the case of
the rapid increase in obesity-related studies) as well as changes in policies and GP contracts. For example,
studies on health checks for over-75-year-olds that were introduced in the 1990 GP contract have been
largely replaced by studies of health checks for over-40-year-olds. These changing priorities over time raise
questions for our research focus and whether to focus more on the more ‘current’ issues or to give equal
weight to all topics that have been researched since 1990.
Finally, a key challenge was to identify papers that specifically addressed service delivery and organisational
aspects of health improvement in general practice. It was not possible to use organisational criteria in the
search so it was necessary to examine each paper for any reference to delivery and organisational issues.
Most papers focused on the intervention and its efficacy or describing the intervention but provided less
detail on how it was delivered.
Conceptual challenges
Public health is, by definition, about the health of populations. A good example of what this means for
research is displayed on the Cochrane Public Health Group website, which states that: ‘The CPHG
[Cochrane Public Health Group] facilitates the production of systematic reviews of the effects of public
health interventions to improve health and other outcomes at the population level, not those targeted at
individuals’ (their emphasis).112 But GPs usually deal with health by treating one individual at a time, which
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seems to conflict with the concept of ‘public health’. However, the collective action of primary care and
some individual interventions – such as immunisation – can be seen as having a population effect. Because
our research is focused on delivery methods and organisational factors, it attempts to look beyond the
individual patient interaction, but research on interventions delivered in general practice ultimately comes
down to a one-on-one interaction. This definitional conflict raises questions for our inclusion criteria and
how to determine whether or not a study truly qualifies as being about ‘public health’.
The prevalence of chronic diseases and the new focus on their prevention has complicated notions of
primary, secondary and tertiary prevention. For example, in the case of a person who has a poor diet
and is physically inactive, then goes on to become overweight, and then develops high blood pressure and
abnormal cholesterol levels, where does the disease process start? Is primary prevention the prevention of
becoming overweight, developing hypertension or developing CVD? Similarly, many titles retrieved in our
search focus on self-care for chronic diseases such as diabetes or asthma. Technically, these are about
managing an ongoing condition, but the goal of self-care is to prevent progression of disease or
hospitalisation, so they could also be thought of as prevention. With topics in the ‘prevention’ literature
ranging from recommending healthy diets to managing patients after a heart attack, it becomes difficult
to assemble the evidence or even decide what to include in a review of prevention interventions.
Two related questions that have revealed themselves both in the hand search and in a quick review of
our search results are (1) where, physically, does general practice end and (2) who constitute the general
practice team? Considering the physical space of the general practice gives a different answer from
considering the staff of a general practice, as health visitors work with a GP surgery but by definition
practise outside the surgery door. And if we extend our focus to all primary care staff the picture becomes
even more clouded. Who exactly constitutes a primary health-care provider? Our literature review brought
up a large number of results about dentists, school nurses and community pharmacists. While we can
easily draw our own boundaries and eliminate certain types of providers or locations of service from our
review, the results of our searches caused us to reconsider our initial definitions of general practice, as it
brought up types of providers that we had not previously considered.
Consultations with stakeholders
Our original plan was to hold regional stakeholder events and invite practitioners to these to discuss
public health issues. However, the period during which the research was undertaken was one of
substantial upheaval in the NHS. Following discussion with key stakeholders and with NIHR Evaluation,
Trials and Studies Coordinating Centre SDO Programme staff, this approach was amended to one whereby
we would undertake more individual discussions with practitioners in general practice and with other key
informants. In addition, we were able to draw on interviews conducted for a study on early developments
in CCGs and some group discussions with GPs.
The research team undertook a number of discussions with key general practice stakeholders. Initial
discussions were held in 2011 with NHS public health, general practice and health promotion staff in
England and Wales:
l two primary care health promotion advisors in Wales
l a director of public health (London)
l two practice visits in Wales involving interviews with four GPs, two practice nurses and one
practice manager
l two practice visits in England involving interviews with three GPs, three practice nurses, one community
nurse and two practice managers.
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These visits and interviews were exploratory and helped shape the initial scoping of the literature. The
researchers explored key issues as identified by the staff members. Key issues and themes were noted by
the researchers. We were also able to capitalise on research being undertaken on emerging CCGs by the
Policy Research Unit in Commissioning and the Healthcare System, which is directed by Professor Stephen
Peckham. This involved interviews with staff in PCTs, emerging CCGs and practices in eight areas in
England and were conducted in 2012. These interviews explored public health roles and responsibilities
and the potential impact of organisational changes currently under way in England. Research team
members were also involved in concurrent research on primary care, and the opportunity was taken to ask
GPs and practice staff in a number of practices in London, the Midlands and the North West to discuss
health improvement activities in their practices. In total we drew data from 45 interviews undertaken with
practitioners. These included 11 GPs and 11 practice nurses interviewed within the context of their
practice, 16 CCG board members (15 GPs and one nurse), three lay members and four public health
specialists/consultants.
In addition to individual interviews, two group sessions were held with GPs in two locations to discuss
public health roles. One group consisted of 38 GPs in a 3-hour session on public health and general
practice. GPs in this group included GP principals, salaried GPs and some trainees. In addition, research
team members held a group meeting of eight GP principals, including one GP trainer. Finally, during the
research one researcher was involved in the King’s Fund review of quality in general practice,18 which
included two discussions with a wide range of stakeholders (GPs, public health specialists, nurses and
patient organisations) on health promotion in general practice. Given that the aim of this element of the
research was to inform the scoping review and our analysis, interviews and discussions were not recorded
and we relied on researcher notes.
The data from these discussions and interviews were in the form of interview extracts (from the research
on CCGs), field notes and observations from group meetings, and notes from individual discussions with
practitioners. Researchers discussed the notes and interview extracts, and used these to develop key
themes. These were used in refining search terms (described earlier in this chapter) and in interpreting
literature findings. The discussions and interviews also highlighted the significant impact of the changes in
the English NHS that occurred during the period of the research. These data have informed the discussion
of this report and the key themes arising from the interviews and discussions are reported in Chapter 4.
Evidence synthesis
For this review a key challenge was to identify evidence on the delivery and organisation of health
improvement interventions rather than the effectiveness of a specific intervention irrespective of the
context within which it is delivered. As Rychetnik et al.113 have argued (p. 119):
Public health interventions tend to be complex, programmatic, and context dependent. . . . The
evaluation of evidence must distinguish between the fidelity of the evaluation process in detecting
the success or failure of an intervention, and the relative success or failure of the intervention itself.
In particular they argued that, where an intervention is unsuccessful, it is important that the evidence
should help to determine it was inherently faulty as a result of the failure of intervention concept or
theory, or simply badly delivered. It is also important that there be sufficient descriptive information on
the intervention and its context to allow for the proper interpretation of the evidence.
In our review we were reliant not only on whether or not contextual issues had been included in the study
but also on whether or not these details were reported in the published papers – which was not always
the case. Given the breadth and diversity of the topics and papers, and the limited amount of data on
service delivery and organisation, the research team agreed that a narrative synthesis would be the most
appropriate approach.114,115 All the papers were allocated topic tags and a member of the research team
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then examined groups of papers (e.g. on smoking, screening, CVD, child health) and key findings were
reviewed to identify any common themes and if there was any evidence to support particular approaches
to the delivery and organisation of health improvement activities. Given the range of material, we adopted
a textual narrative synthesis, trying to group studies and data into more homogeneous groups.116 Our
approach was to develop an interpretive synthesis of the literature.117,118 We developed the synthesis along
two broad themes:
l what kinds of activities were described in the papers
l what evidence there was for effective approaches to service delivery and organisation.
Drawing on these data we then explored themes around the ways interventions were organised, who
delivered them and where they were delivered to identify common issues.
Limitations of the review
This was a complex review to undertake because of problems about definition of terms and also because
of the diversity of the topic. The research team made substantial efforts to identify appropriate search
terms and develop inclusion and exclusion criteria. We had to take an approach that required only brief
scanning of our original search results to reduce the numbers of potential papers. We adopted a checking
system for papers initially discarded to ensure completeness. However, we recognise that our eventual
strategy produced a particular set of results and that it is possible that other search strategies could have
produced a fuller set of results in some areas of public health activity. However, without some initial
scoping research in practices and across the literature, identifying these specific areas would have been
difficult. For example, with emphasis on primary care/general practice we are aware that a number of
more community-based health initiatives that might be usefully classified as primary care were not picked
up in our search.
The rejection of papers identified as treatment or tertiary prevention may also have limited the final paper
selection. Having completed the searches, we are aware that some topics may be better reviewed as a
single group incorporating all activities relating to prevention, including all levels of prevention and
treatment. Based on the experience of this review it is possible that in undertaking such a review there
would still be very few data on the delivery and organisation of health improvement activities. It is
probable that further primary research would be required to identify these aspects of how such
interventions are undertaken in practice.
Our conclusions about the delivery and organisation of health improvement activities are also limited by
the information provided in the published papers. Generally this was very limited, with the main focus
placed on the intervention. There were papers that examined different interventions by different
practitioners; for example, screening by nurses or GPs, pharmacists undertaking health checks, smoking
advice given by GPs, nurses or health promotion specialists. There were also papers that discussed the
provision of activities in different specific locations such as the practice, schools or pharmacies. However,
very few papers made any comparison between different practitioners or locations. Most comparisons
examined different interventions; for example, offering screening or screening and advice, or comparing
verbal and written information but often without details of who did what.
While the selection of papers was undertaken by multiple researchers, the final selected papers were read
by only one researcher and data extracted using the standard form. While we adopted a checking process
comparing how all researchers read a selected set of papers to ensure consistency of approach and use
of the data extraction form, it is possible that there were still differences in interpretation of papers
between researchers – especially given the broad range of material reviewed. However, it is unlikely that
such differences would have had a significant impact on the eventual conclusions in this review, as all
researchers faced similar problems about the lack of detail and data irrespective of topic.
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Presentation of findings
The results of the analysis of the literature are presented in three sections. In order to provide an overview
of the range and type of literature and research, we have provided a descriptive analysis of the papers
in the next chapter (see Chapter 4). Here the aim is to examine what topics and issues research has
addressed, when it was published, and key characteristics in terms of quality and focus. We then present
our analyses of the data in the papers on what kinds of activities are undertaken (see Chapter 5) and then
what evidence there is of effectiveness (see Chapter 6).
METHODS
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Chapter 4 Description of papers and overview
of findings
Introduction
This chapter provides an overview of the results of the literature search. The aim of this chapter is to
provide some detail of the literature review results. It does not examine the evidence itself but rather
provides an indication of the areas in which academic and research activity has been focused. The chapter
also includes a brief resume of the key points arising from discussions with public health/health promotion
staff in PCTs and local health boards, and primary care practitioners in general practice.
In the process of undertaking the review it was clear that there were important trends and features of the
literature that are important. The first section of this chapter provides an overview of the search results by
publication year and then the extracted papers are examined in relation to their assessed quality, type of
prevention activity and details of the type of intervention, where it was provided and by whom. While
658 papers from our initial pool of 12 papers were extracted for more detailed examination, a number
of these provided insufficient detail of interventions or were general discussion papers. Initially it was
hoped to include data from these in general discussion sections, but generally these papers were not of
specific use for describing either interventions or how they are organised. The number of references
retrieved by the final literature search by year of publication is shown in Figure 2.
Figure 3 provides details of the numbers of papers extracted for review. What is interesting is the leap in
numbers of papers extracted after 2006. We also looked at papers published between 1990 and 1996. Of
the 1639 search hits, only 365 were selected for further review and of these 262 were considered for full-text
review and inclusion in the study, but only a small proportion – approximately 20% – were research studies
that provided evidence relevant to the review. However, examination of these papers revealed that many
dealt with issues that were relevant only to the circumstances at that particular time. For example, a number
of papers examined the development of health promotion interventions developed in response to the
introduction of health promotion banding payments in the 1990 GMS contract. Others specifically examined
the impact of the payments on activity. It was not clear, therefore, that these papers would provide relevant
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FIGURE 2 Number of hits from literature search by publication year.
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data for inclusion in a discussion about current practice. It was decided, therefore, to exclude papers from
before 1996 unless they had directly relevant findings that could add to the general body of knowledge.
It was clear from the search that there were key journals in which papers were published. Figure 4 shows
the top 20 journals in terms of the number of hits from the final literature search, and Figure 5 shows the
numbers of papers in key journals selected for extraction. These demonstrate an enormous leap in the
number of papers selected for review after 2006. This may indicate an increase in papers that address
issues of delivery and organisation aspects of health improvement. One driver may be papers examining
issues related to the QOF or a growing interest in health promotion research more generally.
We then analysed the papers by topic. Each paper was allocated a topic tag based on assessment of the
paper. These were categorised into primary topic and subtopics. A number of studies did not fit into topic
categories and these were labelled ‘No specific topic’ or ‘Other specific topics’. Papers categorised as no
specific topic were health improvement interventions that were either broad in scope or not aimed at
a specific health problem. Examples of these types of interventions were community interventions and
welfare advice. In addition, some papers focused on a practitioner role in relation to health promotion,
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such as school nurses or community nurses. Papers in the ‘Other specific health topics’ category were topic
areas where only one or two papers were identified in our search. For example, these included papers
examining hepatitis B screening, skin cancer, kidney disease, glaucoma and haemoglobin disorders
screening. The main areas where papers were located were for CVD (15%), obesity (10%), diet and
exercise (10%) and smoking (10%). This provides a broad indication of where the focus of activities, and
to a certain extent research, is in relation to health improvement activities in general practice. However,
following a review of the papers only 137 were selected for the evidence synthesis. The distribution of
topics in these papers is shown in Figure 6. We then examined the numbers of papers selected for the
evidence synthesis by topic area as shown in Figure 7.
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Comparing Figures 6 and 7 shows how the range of activities discussed in the literature does differ from
what topics tend to be most commonly studied. Of the 347 papers selected for evidence synthesis, we
graded them on the basis of an assessment of the quality of the research methods (see Chapter 3):
l A, high quality (no concerns): 153
l B, good quality (one or two minor concerns): 132
l C, low quality (multiple minor concerns or major concern): 50
l D, poor quality or not assessable (major concerns or lacked sufficient detail): 12.
The proportion of papers within each assessment grade is shown in Figure 8.
The selected papers encompassed a wide variety of research designs. Where details were provided we
indicated the research design in the data extraction form. However, we did not rank study quality on a
hierarchal basis as used in systematic reviews or meta-analysis. We assessed each paper as far as possible
for rigour in the design used and whether or not the methods supported confidence in the reported
outcome. The range of study designs is shown in Figure 9. It is important to note that the study design
and quality assessment relate to the paper as a whole and they do not indicate whether or not we were
able to make confident statements about the effectiveness of any particular approach to service delivery or
organisation reported in the paper unless this was the specific subject of the research being reported on.
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FIGURE 8 Quality assessment of papers included for evidence synthesis.
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The biggest groups of papers were for qualitative methods studies and cross-sectional studies or surveys.
Cross-sectional studies and surveys were primarily used to examine patient or practitioner knowledge or
behaviour about, or as a result of, a health improvement intervention. The majority of these were in
specific topic areas such as screening, smoking, and weight or exercise interventions (Figure 10). These
tended to focus on the views or perceptions of patients/users and practitioners. None specifically compared
groups and few provided before-and-after data related to an intervention.
We were particularly interested in those papers classified as evaluating an intervention or evaluating a
service delivery. The majority of papers identified as evaluating an intervention had little information on
the context or organisation of the way in which the intervention was delivered. For example, interventions
included a 10-week physical activity course delivered in schools but with no details of the actual programme
or who ran the programme. Similarly, many educational interventions lacked details of who delivered it,
where, in what way, etc. Generally papers contained few specific data on the content and context of
interventions. There were 89 papers that evaluated the service delivery and organisation of interventions
or aspects of practice. There was a mix of research designs, with many studies merely examining patient
or practitioner views. Some studies – for stop-smoking interventions and weight/exercise – did look at
outcomes but often the descriptions of the delivery of the intervention were limited in the published paper.
Lack of detail or of focus on service delivery and organisation aspects of interventions was a general feature
of the papers included for review.
We initially attempted to distinguish between three broad areas of health improvement activity: screening,
primary prevention and secondary prevention. We excluded tertiary prevention from the study, as we
classified this as treatment and outside the scope of the study. Defining papers and categorising them
was not without problems. The distribution of papers selected for review and then for the evidence
synthesis is shown in Figure 11.
Description of papers on screening activities
Overall, 148 papers provided details of some aspects of screening, although only 84 papers specifically
examined research relating to a screening programme. Other mentions of screening were included in
papers examining other interventions. Of the papers that were specifically examining aspects of screening,
the topics covered are shown in Figure 12.
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FIGURE 10 Distribution of topics of cross-sectional and qualitative studies. Note that total may be greater than
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Description of primary prevention papers
Based on the original concept of levels of prevention,119 primary prevention is the action taken prior to the
onset of disease, which removes the possibility that the disease will ever occur. Two approaches to primary
prevention fall under the broad approaches of health promotion and specific protection. In the review
of papers it was often difficult to identify whether or not the activities being described were primary
prevention. While appearing to be primary prevention in nature, they could have been applied in practice
to patients with an existing health issue, for example CVD. There was often insufficient detail to allocate
papers between primary and secondary prevention. Unless specifically stated, papers that addressed
primary prevention activities but did not refer to patients with existing disease were classified as primary
prevention and are considered here. The data presented here reflect the papers selected for this review
and may not provide an exhaustive description of all primary prevention activities undertaken in general
practice or primary care more generally. The aim is to present what literature we found where there is
evidence relating to the effectiveness of interventions.
In total we extracted 326 papers to include in the review of primary prevention activities. Of these, 164
were included in the evidence synthesis. Of these 164, the majority related to child health (50 papers),
smoking (49 papers), exercise and weight (40 papers) and vaccination (22 papers). In addition there were a
number of papers that related specifically to CVD (8 papers). The remainder deal with falls, diabetes and
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mental health. Some of the categories overlapped, providing higher numbers of papers for some topics
such as child health and smoking where, for example smoking related to young people or where diet,
nutrition and exercise were specifically related to young people. In addition, we included 18 papers on
community participation and a further 11 papers on welfare advice services in general practice. The
distribution of the primary topics is shown in Figure 13.
We also examined the 64 papers that were unclassified by the level of prevention (which included welfare
advice and community initiatives) but were mainly interventions that addressed particular population
groups without clearly defined problems; see Figure 14.
There were also 176 papers that provided additional and relevant information about public health activities
undertaken in general practice. The majority referred to aspects of primary prevention or screening
although some were not clear about their target population. Of these, 162 were reviewed in relation to
primary prevention but did not provide significant detail of interventions or their impact.
Few papers addressed issues such as cancer or alcohol misuse. Many papers that discussed exercise and
weight loss were in relation to people with an existing health problem; they were defined as secondary
prevention and are included in the description of secondary prevention activities below. Similarly, stop-smoking
interventions are both primary and secondary, and potentially tertiary. Primary prevention focuses on smoking
prevention and smoking cessation programmes before any disease, secondary prevention limits the sequelae
of a disease and would fall within smoking cessation programmes, and tertiary prevention keeps those who
are disabled from experiencing more severe effects, such as in pulmonary rehabilitation programmes.
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FIGURE 13 Distribution of topics of papers classified as primary prevention.
DESCRIPTION OF PAPERS AND OVERVIEW OF FINDINGS
NIHR Journals Library www.journalslibrary.nihr.ac.uk
36
Within this group of papers we also identified those that examined community-based activities related
to general practice and services, such as welfare and employment advice where undertaken, in general
practice. Whereas these may be seen as primordial prevention activities, the rationale here is that they are
provided within the general practice context as a primary intervention, such as stopping smoking, and
many of the papers are concerned with the health impact or at least direct impact on the patient or health
services. It is also true that some of the patients referred to such services have pre-existing conditions and
thus such services could also be classified as secondary prevention interventions.
Description of secondary prevention papers
We identified 126 papers within the evidence synthesis that were secondary prevention interventions. The
most frequent area researched was CVD, with 43 papers addressing this area specifically (including health
checks), but there were also 25 papers addressing weight and exercise for people with symptomatic
disease. Figure 15 provides an overview of secondary prevention topics.
It is not clear how far these should all be classified as secondary prevention, as information about
patient/population groups and whether they were symptomatic or asymptomatic was not clear. Many
of these were therefore seen as primary prevention activities whether they included symptomatic patients
or not. Most remaining papers were then related to CVD and pharmaceutical interventions although there
were some lifestyle interventions.
Given that much of general practice prevention activity – such as that supported in the QOF – relates to
clinical interventions, it is surprising that there were not more papers included in the evidence synthesis.
Reviewing the topics of papers identified in the search and selected for review, but not included in the
evidence synthesis, does show a high proportion of papers examining clinical prevention interventions.
However, many of these had no information or did not address delivery and organisation aspects of
interventions, but were merely clinical trial data or evaluations of the clinical intervention. For example,
a number of papers examined the use of statins to reduce cholesterol levels without any discussion of
the process. Similarly, papers about the effectiveness of clinical measures to reduce blood pressure were
identified but examined only the pharmaceutical effectiveness of the drug, not how it was provided or by
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FIGURE 15 Overview of secondary prevention paper topics.
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whom. Descriptions of secondary prevention activities or how these are related to broader health
improvement activities were significantly under-represented in our final paper selection. These were
more likely to be categorised as chronic disease management or tertiary prevention and outside of our
inclusion criteria.
Description of interventions
The papers selected for review encompassed not only a wide range of topics but also the type of
intervention, where it took place and who delivered it. This type of data was not available in all papers
and, given that some papers examined patient or practitioner views, it was not possible to identify the
organisation and delivery of many types of interventions. For example, a number of papers examined brief
interventions. However, these papers included those delivered by GPs,120,121 pharmacists and nurses, and
covered smoking, alcohol, exercise, weight management and sexual health. Some papers examined the
brief intervention itself, others reported on studies that combined brief interventions with screening and
other forms of advice or treatment, and others examined training and support for professionals to deliver
brief interventions and advice and support.121–124 While the majority of brief interventions appeared to be
delivered in practices by GPs and nurses, some were delivered in the community or pharmacies.121,122
Taking just one topic area – brief interventions for alcohol – there were papers that combined
interventions,122,123 examined the link between screening and a brief intervention,124 studied training
for practitioners giving advice122 and investigated a pharmacy-based intervention.121 It was not possible,
therefore, to draw substantive synthesised findings about these intervention types. However, more
information about where and who delivered interventions was identifiable from the studies.
Description of papers by location of health improvement activity
We examined the location of the delivery of the health improvement activity in the 483 papers that were
selected for the review process. The main location of intervention delivery was general practice (Figure 16).
While this may have been affected by the search strategy, the fact that we specifically looked for studies
in pharmacies and activities by primary care professionals in the community, the distribution of papers
suggests that the main focus of research interest is in relation to interventions delivered in general practice
locations (Figure 17). The papers selected for the evidence synthesis show a similar distribution, although
proportionally more papers that examined community, the home and pharmacy-based interventions were
excluded from the synthesis.
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FIGURE 16 Where the interventions in papers selected for the review were delivered.
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One key problem was a lack of detail in papers clearly defining where activities were performed. For
example, papers identifying general practice as the location of the intervention do not necessarily
distinguish between whether the activity was in the consultation with a GP or nurse, part of a group or
clinic, or some other part of the practice. Similarly, the designation of community is very broad and in most
cases did not include a specific venue. Often a number of venues were referred to without any reference
to whether or not location was an important element of the delivery and organisation of interventions.
Description of papers by who undertook the intervention
We also examined who delivered the interventions. The majority were delivered by a GP or nurse, and
this was reflected in papers selected both for review and for the evidence synthesis (Figures 18 and 19).
There is a substantial other category which includes specialist health promotion practitioners, smoke-stop
counsellors, other community staff, welfare advisers, etc. However, the findings do underline the key roles
of GPs and practice nurses in delivering health improvement activities, but also show that many other
professionals contribute to the prevention and health promotion activities related to primary health care
and general practice itself.
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FIGURE 17 Where the interventions in papers selected for evidence synthesis were delivered.
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Key themes arising from discussions with practitioners
As described in the previous chapter, during the study we interviewed a number of primary care and public
health practitioners in practices, PCTs and local health boards in London, the Midlands, North West of
England and in South Wales. We also held two group discussions with GPs in the south of England to
discuss their views about public health. The purpose of these interviews and group discussions was to
identify issues; they were not designed or intended to provide specific data on activities undertaken in
practices. Early interviews were used to help shape the literature review and raise issues to inform the data
synthesis and analysis. Interviews and group meetings were not recorded but researchers took notes and
wrote up filed observation notes. In addition, we were able to obtain data from a concurrent study looking
at the development of CCGs, which, thanks to the involvement of researchers from this study in the
research team, included questions about public health issues. Researcher notes were shared between
researchers and thematically analysed by two researchers to derive a list of key themes.
Key themes that arose from the interviews and group discussions were:
l There appears to be a dichotomy between practitioners about whether the focus of general practice
should be on more clinical interventions for individuals, and thus prioritising secondary prevention,
or general practice should have a more holistic perspective within which health improvement and
prevention is a key focus.
l There were mixed views regarding the QOF and its impact and potential for supporting health
promotion in general practice. Some GPs did not see that they should ‘interfere’ directly with some
areas of lifestyle advice for patients, although most recognised that a general level of advice
was appropriate.
l Views varied about the usefulness of screening activities, but many GPs felt that current policies were
placing more and more responsibilities on them to screen and advise patients, which was difficult in
normal patient consultations.
l GP interviewees generally appeared keen to take on health improvement roles but acknowledged that
there is a wide variation in activity and motivation between practices and between practitioners. GPs
and other practice staff reported a wide range of health promotion activity ranging from information to
proactive approaches.
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l Key areas of concern remain, however, specific clinical conditions such as diabetes and CVD, although
smoking and obesity were also highlighted by respondents. GPs tend to identify themselves as
proactive in their approach to prevention but focus mainly on individual contacts. Some practices have
adopted a range of health promotion activities for their patients. This appears unrelated to recent
initiatives and incentives in the QOF but is part of how these practitioners view their practice and the
services they offer.
l More common activities are in clinical areas such as cancer screening, CHD and diabetes in response to
key national priority areas and also responding to local issues.
l There were concerns about what contact practices will have with public health in the future.
l Practices were receiving specific health promotion support from their PCTs or local health boards,
including education and training, additional resources and involvement in wider community-based
projects. This was undertaken by dedicated staff in local health boards and PCTs and there was a
concern that this support and help would not be there in the future.
l GPs involved in CCGs were particularly concerned about the future relationship with public health
specialists in terms of getting public health advice and also advice specifically for commissioning. There
were concerns that good links developed through PCTs will be lost with the move of public health
departments to LAs.
l GPs did not express much interest in or awareness of non-financial incentives. One or two said they
would value extra ring-fenced funding to employ extra staff or to invest in their premises. GPs in group
discussions generally viewed the additional income from the QOF as a way of investing in new, often
nurse-led, activities. However, capacity was clearly an issue regarding whether practices can run health
promotion clinics or prevention activities are undertaken during individual consultations.
l There was a recognition and an acceptance that the QOF had been important, not specifically because
it was paid but because it had created a standardised system. However, it was clear that how this
standardised system was implemented in practices varied considerably.
l Practice nurses generally welcomed the additional responsibilities regarding risk assessment, screening
and monitoring patients. However, while some practices have a lot of nurse-led clinics, other practices
still embed this activity in individual patient consultations.
l There was a lack of knowledge about wider health improvement issues and services that were not
practice-based. GPs had variable knowledge about other services in the local community that provide or
support health improvement, such as smoke-stop service, community groups, activities in local schools, etc.
l Discussions with GPs and public health practitioners – particularly as part of the research undertaken with
the Policy Research Unit in Commissioning and Primary Care – identified key concerns about arrangements
after April 2013. There was concern about the future relationship of public health departments and CCGs
with general practice more generally when public health departments move to LAs.
Conclusion
In this chapter we have provided a brief analysis of the papers identified in the review and those selected
for inclusion in the review and evidence synthesis. The process of reviewing papers reduced the initial
1143 papers to 483 that provided some information or evidence on the delivery and organisation of health
improvement interventions in general practice or by primary care practitioners. In the end only 347 papers
were included in the evidence synthesis and many of these had few details about the type, process and
location or who provided the intervention. Generally, our review has demonstrated that little attention is paid
in the literature to examining the impact of the organisational context on the way services are delivered or
how this affects the effectiveness of health improvement interventions in general practice. Often even those
papers describing activities had little detail about the implementation and delivery of interventions.
Key themes arising from discussions with practitioners demonstrated that in practice there are a wide
variety of views and concerns about health improvement. There are also substantial variations in the way
that health improvement activities are undertaken in the practice, with differences in who does them and
how they are organised. This reflects the findings from the literature.
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Chapter 5 Health improvement activities
undertaken in general practice and primary care
Introduction
The aim of this chapter is to describe the types of health improvement activities undertaken in general
practice or by practice staff in other locations. This includes activities undertaken in community pharmacies
and in schools by primary health-care staff. The information in this chapter is drawn from all papers
selected for the review including those that were marked only as ‘of interest’.
Variation in practice and activity was evident in the literature. As discussed earlier in this report, we
identified a substantial number of papers that described specific activities or interventions undertaken in
general practice. However, closer examination of papers provided less information about how activities
were organised. The data presented here provide a general overview of health improvement approaches
and are grouped broadly into specific topic areas. The selected papers included a wide range of prevention
activities and intervention types. As discussed earlier in this report, it was difficult to distinguish between
levels of prevention, with many papers not distinguishing between interventions with asymptomatic and
symptomatic individuals. In addition, examining the papers for details of the organisation of the delivery
of these interventions was not straightforward but primarily related to who delivered the service, where it
was delivered or some other aspect of its organisation. For ease of presentation the findings have been
summarised around key areas of activity:
l screening
l child health
l exercise promotion and weight reduction (including interventions aimed at the prevention of
specific diseases)
l smoking cessation
l CVD
l community activities
l welfare benefits advice.
Types of screening activities undertaken in general practice
We identified 148 papers that examined the delivery and organisation of screening services. Most of
these papers addressed specific screening programmes undertaken in general practice or examined the
involvement of practice and primary care staff in national screening programmes. Others focused on
screening as part of child health programmes, cardiovascular prevention or treatment, or addressed health
checks for people with learning disabilities or the new NHS Health Check programme.
Systematic screening
Several activities aimed at identifying health conditions, or risk factors which predict ill health, are delivered
systematically to a target population. The role of general practice in systematic screening programmes
includes performing cervical smears, child health surveillance and providing health checks as part of the
NHS Health Check programme.
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Cervical screening
The national cervical screening programme is delivered by primary care in conjunction with regional
screening centres, which manage the call and recall system for inviting eligible women who are due
for screening. General practice is the major location of sample taking for cytology, the first stage in cervical
screening. Around 90% of all samples that were examined by pathology laboratories in 2010/11 and
2011/12 originated from general practices.125 Although both GPs and practice nurses are involved in
sample taking, it has been reported that practice nurses take the majority of smears, and when GPs
perform smears it is often on an opportunistic basis.126 General practices also have an important role in
checking the lists of women registered with them who are due to be invited for screening, in order to
identify cases where invitations for screening should be postponed or ceased.127
The national cervical screening programme has been operational for over two decades and has been
credited with considerable reductions in cervical cancer mortality.128 The literature identified by our
review tended to focus on screening coverage and women’s experiences of the process, including
the extent to which informed consent was promoted. A few studies explored patient views on
non-attendance for cervical screening, including qualitative research conducted in deprived areas and
the Somali community.129–131 One study examined women’s views on communication of cytology results,
highlighting the importance of co-ordination between general practice teams and screening centres to
ensure the provision of consistent messages.132
Health checks and cardiovascular risk assessment
The NHS Health Check programme was introduced in England in 2009 and aims to screen people aged
40–74 years old for risk of heart disease, stroke, diabetes and kidney disease. Papers reporting on this
specific programme described screening occurring in a variety of settings including general practice,
community pharmacy, workplaces and even a mobile screening bus.133–136 The NHS Health Check can be
delivered in different ways in general practice. For example, three broad approaches have been employed
simultaneously at two general practices in the West Midlands region of England, and reported in a
descriptive study.137 These were invitations to people to make booked appointments, a drop-in clinic and
an opportunistic approach utilising electronic flags in patient notes. The authors considered a combination
of the approaches to be beneficial.
Prior to the introduction of the NHS Health Check, similar initiatives geared to identifying cardiovascular
risk and related risk factors, such as diabetes, were also delivered in a range of locations. These were
general practice,138 community pharmacy,139,140 general practice and community pharmacy,141 and
community settings including workplaces, pubs, leisure centres and religious buildings.142–145 Three
cardiovascular screening and health promotion studies in the early 1990s, including the Oxford and
Collaborators Health CHECK (OXCHECK) and British Family Heart Study RCTs, were general practice
based.146–148 In these three studies, practice nurses were tasked with screening and provision of health
promotion advice.
Where health-check screening occurred in general practice, it was carried out by nurses in the majority
of cases, although health-care assistants and PCT employed staff were also mentioned.133,134,138,148–150
However, in one programme in inner-city Birmingham, some of the participating GPs were paid to provide
health checks, which included taking blood samples.141
With regard to health-check projects delivered in community locations, screening was conducted by a
wide range of personnel including practice nurses,145 health visitors,142 staff from an independent sector
organisation144 and district nurses working in conjunction with lay health workers.143 Onward referral
of screening participants to smoking cessation clinics or to general practice, for example in cases of raised
blood sugar level, was noted in two papers.142,143
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Screening specifically for diabetes
Although the objectives of many health-check programmes have included identifying undetected diabetes
or risk of developing diabetes, studies have also been conducted to examine systematic screening focused
specifically on diabetes. The 2003–5 national pilot diabetes-screening programme and the Anglo-Danish-
Dutch Study of Intensive Treatment In People with Screen Detected Diabetes in Primary Care (ADDITION)-
Cambridge cluster RCT occurred in 24 general practices in relatively deprived areas of England and 49
general practices in the east of England, respectively.151,152 The ADDITION-Cambridge study formed part of
a larger multinational study with sites in Denmark and the Netherlands, termed ADDITION-Europe. It is
noteworthy that recently published results from ADDITION-Cambridge have shown that screening for
type 2 diabetes was not associated with reductions in mortality over a 10-year period.153 ADDITION-Europe
found that screening followed by intensive management of patients diagnosed with type 2 diabetes was
associated with a small, but non-statistically significant, reduction in cardiovascular events and death.154
Notwithstanding the generally negative results of the ADDITION research with respect to the UK context,
publications arising from ADDITION-Cambridge and the national pilot diabetes-screening programme have
provided some useful information for this review with respect to how the screening was delivered. This has
relevance in light of the inclusion of diabetes risk assessment in the more recently introduced NHS Health
Check programme. A study examining the implementation of screening activities at six general practice
sites in ADDITION-Cambridge highlighted the involvement of a range of practice staff in screening,
including practice nurses, health-care assistants, GPs, practice managers/administrators and reception
managers.155 Practice nurses seemed to have significant involvement in delivering the screening, the
involvement of GPs seemed to be limited and information on the specific contributions of health-care
assistants, practice managers/administrators and reception managers was patchy. One paper reporting on
the delivery of the national pilot diabetes screening programme at five of the 24 general practice sites
described the employment of health-care assistants to perform screening at four practices, with the
remaining practice employing a practice nurse.156 In the same paper the screening was described as
generally being led by practice managers and practice nurses, with one practice manager stating that ‘the
GP doesn’t get involved because GPs are busy seeing patients’ (p. 80).156 Interestingly, several practice
nurses had taken it upon themselves to conduct the screening at the start of the programme, but had
subsequently delegated an increasing amount of the work to health-care assistants because of time
constraints. The consensus that emerged over time was that the most appropriate staff member to carry
out the screening was a health-care assistant, and care was taken to ensure that health-care assistants
would refer patients to practice nurses when uncertain of their needs.156
In both the national pilot diabetes-screening programme and the ADDITION-Cambridge study,
inconsistency between participating practices in how screening activities were delivered was encountered,
despite attempts by programme designers to standardise it.151,155 Practice teams ‘adapted the work
according to the size of the practice, the numbers to be screened, the way that they made decisions in
the team and their particular interests’ (p. 391).155 Recent research on the implementation of the NHS
Health Check suggests that there is considerable diversity in general practices’ implementation of the
NHS Health Check.157
Health checks for people with learning disabilities
Several research studies on health checks for people with learning disabilities were found among our
selected papers. There seemed to be wide variation in service delivery. For example, checks were carried out
in different locations including GP surgeries and people’s homes,158,159 and different practitioners carried
out the checks, including GPs, practice nurses and community nurses.159–161 Despite the inconsistency in
service delivery, a systematic review of the impact of health checks for people with intellectual disabilities
found that they had consistently led to the detection of unmet health needs, and actions to address
those needs.159
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Assessment of the health needs of older people
Policies such as the inclusion of health checks for people over 75 years in the 1990 GP contract and the
2001 National Service Framework for Older People have emphasised preventing ill health and promoting
health among those in older age. Examples of different strategies for targeting the older population
for health needs assessment were found. Some approaches involved offering a health check to all people
on general practice lists aged over 75, to be carried out either at their home162,163 or in the general practice
with the offer of home visits for those unable to attend.164
Alternatively, people ‘at risk’ were identified by asking them to complete posted questionnaires.165,166 Of
these, ‘Health Risk Appraisal for Older people’ was notable in its use of a computer expert system to
analyse questionnaire responses and provide tailored information for both patients and their GPs.166 A
project also examined the feasibility of a team made up of community nurses and social welfare officers
from a voluntary sector organisation in assessing the health and social care needs of people over 75 years
deemed to be potentially ‘at risk’, through not having contacted their GP in the last year or not responding
to a call for a routine health check.167 The team referred people defined as having unmet needs to a wide
variety of services including those concerned with health care, social care, housing, leisure and transport.
The highest percentage of referrals was to GPs.
Opportunistic screening
Opportunistic screening can be said to occur when people attend a service provider for a matter related
or unrelated to the condition being screened for. The distinction between systematic and opportunistic
screening is not absolute, as opportunistic approaches may be used in general practices to increase
the screening uptake of systematic programmes.126,137 While identifying smoking status is a key role for
practices and has been included in the QOF, a discussion of smoking is included later in this chapter
alongside interventions on smoking.
Screening activities driven by the Quality and Outcomes Framework
A general survey on screening sent to GPs in Essex and north-east London in 1996 asked, among
numerous other questions, whether they offered screening for hypertension, cholesterol and diabetes to
all adults, on an opportunistic basis or for other reasons.168 A major limitation to this section of the survey
was a lack of clarity in terms of how and when screening was offered and what was meant specifically by
offering screening ‘to all adults’. However, the results are perhaps of note in that variation in reported
practice was found, and a high proportion of GPs reported offering some form of ‘screening’ for each of
hypertension, cholesterol and diabetes. With regard to hypertension, 51% of GPs offered screening
‘opportunistically or for a combination of reasons’, 42% of GPs offered screening ‘to all adults’, 2% of
GPs did not offer screening, 2% of GPs offered a test for medical reasons only, 1% of GPs offered a test
on patient request only and 2% of GPs did not specify whether or how they offered it. A relevant question
to current research into service delivery is how the QOF, introduced into the GP contract in 2004, has
affected screening activity in general practice. The QOF adjusts target payments of specified conditions,
including CHD, hypertension and diabetes, for the prevalence of the condition in the practice population,
and thus in theory provides a financial incentive to find and register cases.
Although several studies have examined the impact of the QOF on the quality of care delivered in general
practice, few have specifically examined its effect on the identification of new cases of disease. Two
studies that have touched on this issue suggest that the effect of the QOF on uncovering undiagnosed
disease has been modest and geographically variable.65,169 The epidemiological analysis conducted by
Soljak et al.169 suggested that a large proportion of undiagnosed CHD and hypertension remained in many
areas of England in 2007, 3 years after the introduction of the QOF. Through qualitative research with GPs
in deprived areas, Dixon et al.65 found that ‘for the most part, practices were engaged in opportunistic
case finding, screening patients with family members with particular conditions, or patients who looked
overweight; but the exact causal relationship between the QOF and case finding was difficult to discern in
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most cases, as most practices that did extensive screening said they did it pre-QOF’ (p. 106). The method
employed to adjust QOF payments for achievement of targets for particular diseases, which involved using
the square root of the prevalence of the disease, potentially dampened the incentive to identify new cases
of disease.65 In 2009 the square-rooting arrangement in the calculation of QOF payments was discontinued
and now actual prevalence rates are used to calculate QOF payments.
The QOF may have had a greater impact on screening rates for complications of existing disease.65,170
Taking diabetes as an example, a study using QOF data in Northern Ireland reported that the increase in
the prevalence of diabetic nephropathy recorded on general practice registers from 2004/5 to 2006/7
was proportionally greater than the increase in the prevalence of diabetes recorded on practice registers
in the same period.170 However, this study also found considerable variation among general practices with
regard to the proportion of diabetic patients recorded on their registers as having diabetic nephropathy.
Chlamydia screening
In 2008–9, the two locations in which the highest proportion of chlamydia screening in England occurred
were community contraception/sexual health services and general practice, with 25.0% and 16.1% of
chlamydia screening activity, respectively.171 Both GPs and practice nurses offer chlamydia tests in general
practice.172–174 Furthermore, three papers identified in this review reported the involvement of receptionists
in distributing leaflets or discussing screening with patients.175–177 Treatment of chlamydia infection and
partner notification can be provided by programme area screening team offices.176 Alternatively, a study
conducted in one practice described patients with a positive result being invited to discuss their results and
receive treatment, and being offered referral to a local genitourinary medicine clinic for contact tracing.178
Screening and brief intervention for alcohol misuse
Patients are often asked in general practice about their alcohol consumption, although it is not routine
for all patients on practice lists to be asked on a regular basis.179,180 GPs may be unaware of potentially
problematic drinking behaviour in many of their patients whose alcohol consumption is only moderately
above recommended levels.179 Between 1999 and 2009 there was a trend towards patients being asked
more about drinking, with 40% of GPs reporting in a closed survey question in 2009 that they asked
about alcohol ‘all of the time’ or ‘most of the time’, in situations where the patient does not ask
them first.180
Several types of professionals have been involved in delivering screening and brief intervention for
alcohol misuse in primary care including GPs, practice nurses, psychologists, counsellors and community
pharmacists.124,181,182 However, nurse involvement in alcohol intervention was reported as being low in
a paper published in 2003,183 and community pharmacists in Scotland were found to provide little advice
on alcohol use in a paper published in 2011.182
Within general practice, asking about alcohol consumption tends to occur when patients are not
specifically seeking help for alcohol problems, usually in the context of new patient registration forms,
during health checks or during consultations.179,181 Within consultations, GPs report asking patients in a
wide range of scenarios including those presenting with psychological conditions such as depression
and anxiety, social problems, as well as physical conditions.180 GPs have described some awkwardness
in enquiring about drinking and seem to have responded with strategies such as either embedding the
question about alcohol consumption within a list of questions about lifestyle or reassuring the patient that
they ‘ask everyone’.179
The term ‘brief intervention’ has been used broadly with respect to alcohol to refer to interventions
which last between 5 and 60 minutes, usually consisting of no more than a few sessions, and focusing on
providing counselling and education.184 Because of a complex combination of factors, having ascertained
a patient’s drinking status as risky does not necessarily mean that GPs will follow this with a brief
intervention aimed at changing their behaviour.185 A paper reporting on the ‘real world’ implementation
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of screening and brief alcohol intervention in a primary care setting in three countries described the
development of two levels of brief intervention as part of an action research approach taken in England.124
This allowed a simple brief intervention (structured advice needing only a few minutes to deliver) or an
extended brief intervention (behavioural counselling taking 20–30 minutes, plus repeat consultations
where thought to be beneficial) to be employed by practitioners depending on the patient’s level of
drinking and level of interest in discussing alcohol consumption. The research in England involved GPs
and practice nurses, and to a lesser extent practice managers, receptionists and voluntary sector
counsellors. However, it did not delineate the roles of these staff members in delivering the simple
and extended brief interventions.
Screening for other conditions
Our literature review also identified papers on a wide range of other screening activities that can be
conducted in general practice. These included antenatal screening for haemoglobin disorders,91,186,187
screening for dementia,188,189 falls,190–192 osteoporosis,193,194 atrial fibrillation,195 depression,196 domestic
violence,197 adult hearing,198 hepatitis C,199 human immunodeficiency virus,200 oral cancer,201 syphilis202
and tuberculosis.203
Support of screening programmes delivered outside
general practice
Aside from performing screening activities, general practice also has an information provision and advocacy
role with respect to screening programmes delivered outside practice sites. This applied to breast screening,
which is usually provided at units run by hospital staff, and bowel screening using home testing kits,
which is organised centrally and conducted by post. General practice involvement included GPs verbally
recommending screening,204–207 practices sending GP-endorsed screening invitation letters or information
leaflets,208–212 and interventions to promote opportunistic reminders for people to attend screening.210,211
One RCT investigated the effectiveness of nurse visits to women who had not attended breast screening.213
Child health
There were a large number of papers (50) addressing issues in primary prevention among the child
population. These spanned a range of topics relating to breastfeeding, accident prevention, weight
management and exercise. Many of the studies focused on the activities of community nurses, school
nurses and health visitors with activities taking place outside the practice: in the home, community or
schools. The majority of the studies were rated as of good methodological quality, although some were
qualitative and descriptive rather than studies of effectiveness. There are gaps in both knowledge of
activities actually undertaken and evidence to support interventions. For example, a review on the
effectiveness of school nurse interventions89 found little research of acceptable quality and little could
be said about its effectiveness.
Most research papers examined changes in patient behaviour as a result of the intervention but few
examined clinical outcomes. Studies fell into three broad categories. The first group examined interventions
within practices or by primary health-care team staff to identify children at risk of health problems,
accidents, etc. In this area of activity, interventions were often targeted at specific groups of children. The
second group were interventions aimed at intermediary organisations such as changing school policies or
practices. This included training and educational interventions for teachers.214,215 The third group examined
interventions or activities in the community or in schools.216–219 With respect to childhood and adolescent
obesity, some studies suggest that GPs are less inclined to blame their young obese patients for their
condition and to hold less negative and stigmatised views towards them, but, as with their obese adult
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patients, there is a sense of futility and lack of confidence evident in GPs’ approaches to treatment.220
Generally, however, GPs are less involved in addressing obesity in childhood than other primary health-care
staff and teachers. There is some potential for GPs to adopt a more population approach to childhood
obesity and play a more active role.
Breastfeeding promotion is largely conducted by health visitors and community-based midwives. One of
the few papers that addressed the context of a breastfeeding intervention policy221 discusses the variance
in outcomes of a RCT of a community based breastfeeding support group. Through ethnographic enquiry
of the complex intervention, they found there was variation in the way that services were organised, which
could be explained through a Hierarchy of Service Attributes Model. In the study sites where breastfeeding
rates increased, the model was underpinned by good personnel resources and organisational stability, and
demonstrated reflective action cycles at its apex. In localities where breastfeeding declined, the authors
found that managers focused on solving the problems within the model, such as staff shortages, rather
than ways to deliver the policy. The model provides a useful approach to understanding and explaining
delivery of public health interventions in primary care and could be usefully applied to other scenarios.
Provision of childhood vaccinations is a key component of public health for children and adolescents.
Proactive campaigns by general practices do seem to increase uptake of vaccinations.222–226 GP
recommendation appears to improve uptake compared with non-primary care and other primary
care staff.223
Exercise, weight reduction and diet
Most of the papers on exercise targeted the general patient population although one referred to people
with mental health problems and another three to older people. The majority of papers on weight loss
were focused on people who already had risk factors or a health issue, primarily CVD. There were few very
good-quality studies; most were of medium quality with some mainly minor concerns about sampling,
analysis and outcome assessment. Previous reviews227,228 have also found few good-quality studies and
described research as suboptimal. Interventions ranged from lifestyle advice to specific interventions such
as exercise or weight loss classes. There was a mixture of interventions delivered by practice and
community nurses, GPs, specialists (e.g. nutritionists, dieticians), community workers and health
promotion specialists.
In 2009, the QOF included physical activity for the first time under a ‘cardiovascular risk assessment and
management’ indicator.229 The indicator set a target that between 40% and 70% of newly diagnosed
hypertensive patients should be ‘given lifestyle advice in the last 15 months for: increasing physical activity,
smoking cessation, safe alcohol consumption and healthy diet’. The QOF has been a major driver in the
development of more systematic approaches to public health interventions.65,230 While this appears to have
stimulated such advice, with practices introducing clinics and ‘lifestyle reviews’, the evidence on its
effectiveness is limited. This area of activity is also being driven by the introduction of the NHS Health Check.
The prevalence of overweight and obesity is rapidly increasing in both the developed and the developing
worlds, while tobacco use is largely declining or has levelled off in the developed world. A 2007 study of
168,000 patients in 63 countries showed that 64% of men and 57% of women were overweight or
obese.231 In England in 2007, 24% of all adults were classified as obese, an increase of 37.5% since 1993,
along with 16.5% of children aged 2–15 years, an increase of 11.5% since 1995.232 We found 16 papers
that examined primary care interventions that addressed weight loss and obesity. Much of the research is
of poor quality, with only one study rated as high quality.
Overweight people rarely turn first to their GP or the formal health-care system for help in losing weight.
They try various self-help approaches first, despite consistently citing their GP as the most trusted source of
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advice on matters regarding diet and nutrition.233 GPs regard obesity, both its treatment and its genesis, as
largely the responsibility of the patient, and believe that their capacity to effect positive change in their
obese patients’ weight status is seriously limited,234–238 despite having higher than average frequency
of contact with their obese patients.239 Clearly this attitude stands in stark contrast with the move by
public health and obesity experts to treat obesity as a chronic disease. The biggest obstacle is health
professionals’ inability to recruit patients. This may relate to their limited knowledge of potential benefits.240
There is also likely to be a resulting underutilisation of pharmacotherapy and weight loss services, as fewer
than 40% of GPs view these options as effective, despite their evidence-based inclusion in practice
guidelines for both adults and young people.234 GPs (and practice nurses) make relatively few referrals in a
rather haphazard way owing to lack of time, lack of feedback, medicolegal concerns or their view that
patients are unlikely to go/respond, and because exercise is not a priority during consultations. They are
uncertain about their own influence.241 As with offering a smoking cessation intervention, and for similar
reasons relating to lack of faith in efficacy, GPs are hesitant to raise the issue of weight loss with obese
patients if they feel it will negatively impact on their relationship with the patient.235 Many GPs believe that
obesity does not belong within the medical domain.234
Smoking cessation
There is a vast body of literature on issues related to smoking cessation, ranging from the effectiveness of
various pharmacotherapy and behavioural interventions to the role of public policy and government. This
review focuses on what GPs are currently known to do when promoting smoking cessation and what the
literature says about the effectiveness of various smoking cessation approaches. It was not always possible
to distinguish between stopping-smoking services that targeted all smokers and those focusing on smokers
with an existing health problem. Services were often provided generically.
General practitioners in England have access to much smoking cessation guidance and numerous best
practice documents, including those produced by NICE and the Health Education Authority.242,243 There is
also an emphasis on GPs and other primary care professionals raising smoking in consultations and visits,
with brief interventions highlighted as particularly important.244 Brief interventions are generally defined as
lasting between 5 and 10 minutes and include one or more of the following: asking the patient to stop
smoking; assessing the patient’s willingness to stop; offering pharmacotherapy and/or other behavioural
support; providing self-help materials; and referring the patient to specialist counselling.
There is good evidence that services for helping people quit smoking are cost-effective and the evidence
suggests that a belief in clinical effectiveness and cost-effectiveness is an important influence over whether
or not GPs offer smoking cessation advice or interventions.245–247 Smoking is a major contributor to health
inequalities, and cessation services do help reduce these.248–250 However, few studies examined specific
population groups although one study suggests a lack of services for ethnic minority groups despite some
evidence of the benefit of community outreach services.251,252 Identifying strategies to find and support
smokers from disadvantaged groups is, therefore, of key importance.253 This systematic review identified
48 papers. Some papers were of poor quality, most were observational studies and many did not report
findings for disadvantaged smokers. Nevertheless, several methods of recruiting smokers, including
proactively targeting patients on GP registers, routine screening or other hospital appointments, were
identified. Barriers to service use for disadvantaged groups were identified, and providing cessation services
in different settings appeared to improve access. Overall, the evidence on the effectiveness of some
interventions in increasing quitting behaviour and access in disadvantaged groups is limited. While many
studies collected socioeconomic data, very few analysed their contribution to the results.253
Many studies demonstrated that there was poor recording of smoking status in practice patient records
and more can be done to identify patients who smoke.254,255 While recording improved following the
introduction of the new GMS contract in 2004 (for patients with various comorbid factors: CHD, stroke or
transient ischaemic attack, hypertension, diabetes, COPD or asthma254,256), a 2008 study showed that levels
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of recording were still low in some practices. This study of practices in Nottingham found a range of
recorded smoking status between 39% and 100%.255 However, of key importance was the fact that, while
in many practices the ascertainment of smoking status was incomplete and/or inaccurate, it was the failure
to intervene appropriately on known status that remained the biggest challenge.255
A GP’s query regarding a patient’s smoking status and subsequent recording of this status are the
first steps in an effective smoking cessation intervention, as indicated by NICE, the Health Education
Authority/Thorax and the US Department of Health and Human Services guidelines.242 Virtually all English
GPs (98%) report following these steps.257 It is clear that in the UK the universal uptake by GPs of the QOF
process258 and its reimbursement for recording smoking status and providing smoking cessation advice
have had an impact on levels of recording smoking status, although rates of recording do vary.254–256
Smoking cessation is a good example of the QOF changing the way in which practices work, by providing
prompts and reminders which have helped to ensure practices try and reach people. In group discussions
GPs also referred to systems and prompts, but there was some disagreement among GPs about whether
these were helpful or not.
However, knowing a patient smokes does not routinely trigger a smoking cessation intervention by the GP.
Fewer than half of all GPs consistently advise patients to stop smoking.257,259–261 The reasons for this are
complex. In addition to not believing that the patient is motivated enough to quit smoking, many GPs
report concern about harming the doctor–patient relationship by broaching the topic of smoking cessation
with a potentially unreceptive patient, deciding, on balance, that protecting this relationship is more
important than providing a smoking cessation intervention with questionable odds of succeeding.262–267
Pilnick and Coleman267 argue that smoking cessation is complex and that offering help on how to quit is
difficult. They also suggest that the benefits of nicotine replacement therapy may be due not simply to the
clinical effects but also to the legitimisation of the view that stopping smoking is an appropriate problem
for medical intervention.
A randomised controlled study of 74 GPs in England has shown some success in overcoming GPs’
concerns about harming the doctor–patient relationship by providing GPs with a simple desktop resource
which triggers a smoking cessation intervention.263 Furthermore, English GPs are more likely to initiate
discussion regarding smoking when the patient presents in the surgery with a smoking-related problem.268,269
Training GPs and nurses in effective delivery of stop-smoking interventions results in better outcomes.94
Other research supports or encourages such action, including evidence from a Cochrane review.259,270–272
A lack of knowledge among GPs about how to affect behaviour change when working with addiction,
even among GPs who regularly initiate smoking cessation interventions, presents evidence of the need for
further specialised training for GPs.273
Overall, few papers examined the delivery and organisation of smoking cessation services and only two
compared different service approaches. There is a mix of activity in general practice and communities more
widely but there appears to be little evidence on how best to organise services despite an increase in the
recording of smoking status and incentives to promote smoking cessation.255,256,274–277 In practices, GPs
and nurses provide smoking cessation interventions and, while more nurses may be involved, they have
restricted prescribing rights.278 Lack of time in consultations remains a key barrier to services, as do
concerns about how to raise smoking issues within the consultation.279 However, increasing awareness
of smoking status, targeting smokers and provision of training to health-care professionals increase
cessation interventions in primary care.261,280–283 There is some evidence to suggest that patients prefer
specialist smoking cessation services but that not all GPs make appropriate referrals for these services.284
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Cardiovascular disease
Papers discussing prevention activities related to CVD were one of the most common groups found in our
initial literature search and were the largest group of papers included in the evidence synthesis. Within these,
by far the most common activity taking place in primary care with regard to the prevention of CVD is the
attempt to modify lifestyle risk factors in symptomatic and asymptomatic patients who are deemed to be in
the ‘at risk’ category. The risk factors that are commonly targeted are obesity, poor diet, lack of exercise,
alcohol use and smoking. Other key areas were the monitoring of, and strategies to control, blood pressure
in symptomatic patients, especially those patients with peripheral arterial disease, patient compliance with
medications (especially statins), strategies to improve patient outcomes for people with angina and the
cost-effectiveness of nurse-led clinics for those with existing CVD. In addition there were a number of studies
looking at GP and practice nurse knowledge and behaviour with regard to guidelines for CVD.
Ten papers directly addressed lifestyle risk factor improvement in asymptomatic patients.285–294 Five papers285–289
looked specifically at trying to alter patients’ behaviour regarding the amount of exercise they took, their diet
and other risk factors (e.g. smoking). This was delivered through short interventions which employed a wide
range of activities, such as tai chi, exercise classes, guided walks, counselling sessions and, in one case,
a home exercise kit. Two papers looked specifically at the effect of risk factor awareness on asymptomatic
patients’ behaviour.290,291 The first of these studies looked specifically at the level of awareness of risk factors
for cancer and CVD.290 It found that there was a good level of understanding for the lifestyle risk factors for
CVD but that risk factors for cancer were less well understood. One study focused on lifestyle risk factors with
particular reference to patients with high blood pressure where patients were given information and advice
about diet and weight loss to help lower blood pressure.292
Some of the papers provided details about who delivered the interventions. The role of the GP in giving
advice concerning lifestyle risks was considered specifically in two papers.293,294 The first of these examined
the use of ‘pop-up’ reminders on practice computers to improve GPs’ awareness of patients with CVD risk
factors. The ‘nudge’ screen would prompt the GP to offer advice and give information about lifestyle
risk factors for the patient. The second study examined tailored practice care plans which included
‘motivational interviewing’ and target setting for lifestyle change delivered in a primary care setting.
There were five studies on the effectiveness of nurse-led clinics for secondary CVD prevention in a primary
care setting.295–299 All of the studies looked at clinics where practice nurses monitored lipid levels, blood
pressure, medication use and other risk factors such as diet, exercise and smoking. Three studies300–302
looked at the effect of nurse-led interventions in primary care on patient compliance with drug regimens
for high blood pressure.
Three studies looked specifically at the management of patients with peripheral arterial disease. One study303
looked specifically at the patterns of management of patients with CVD and peripheral arterial disease.
It found that, while most patients were given advice concerning smoking cessation and blood pressure,
fewer than half were given advice about weight loss or exercise. The second study304 looked specifically at
the treatment received by patients who presented with either peripheral arterial disease alone or peripheral
arterial disease and CVD. It found that those patients who had peripheral arterial disease alone were given
suboptimal care. The third was a simple description of prescribing practices for peripheral arterial disease
patients in Ireland. It found that prescribing patterns varied widely and that patient compliance was less
likely when they were required to take a number of different medications. It was also found that prescribing
patterns for this group of patients was influenced strongly by budgetary concerns, as some of the medications
were expensive.
Two papers looked specifically at ethnicity and CVD.305,306 Murray et al.305 looked at a strategy to reduce
health inequalities between the white ethnic majority and ethnic minorities in Wandsworth, London. It was
a 10-year study using blood pressure and cholesterol measurements as proxy markers for CVD. It was
difficult to assess whether or not a significant narrowing of inequalities between ethnic groups had been
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achieved and there were also insufficient data in the paper to assess the approach. An additional problem
was that small numbers of some ethnic minorities and South Asians from different countries were pooled.
Previous studies have found that CVD risk is not necessarily uniform among the South Asians population,
and there are important differences between Indians, Pakistanis and Bangladeshis. The second study306
looked at the feasibility of using screening services to reach ethic minority groups in Sandwell. It was a
series of community-based screening events for CVD and diabetes. The screening events were very popular
with the ethnic minorities who attended them, but it unclear if the strategy actually resulted in any lifestyle
risk factor change, as this does not appear to have been assessed.
Two papers looked at sex and CVD.307,308 One study used computerised data from primary care practices to
investigate how CVD is treated.308 The results showed that considerable variation existed between
practices, though women were consistently given suboptimal care with regard to prescribing and
diagnostic tests. Also, doctors did not always follow the guidelines and procedures. The second study307
looked at the clinical management of patients with stable chronic angina pectoris. Women received a
lower level of risk factor assessment, secondary prevention therapy, cardiac investigation and
coronary revascularisation.
There was just one paper that looked specifically at deafness and screening for cardiovascular risk.309 The
study was carried out in Sandwell and was part of a community-based programme to provide health
promotion advice in a deaf community. The approach in the study did not reduce estimates of CVD risk
after 6 months among deaf people determined to be at ‘high risk’, despite the high-risk group of deaf
people being given advice and being referred to their GP. A speculative link with language barriers was
identified (e.g. a lower reading ability preventing access to information on health promotion, and the
discovery that there was no sign for cholesterol in British Sign Language).
Community participation
Community participation in general practice and the role of primary health-care teams in tackling
population health beyond the surgery door have long been championed. However, the research literature
betrays a focus in favour of a biomedical and technical approach to public health. Most papers concern
what might be called ‘preventative medicine’ rather than more complex community-based interventions.
Regarding this subset, three immediate observations can be made.
Firstly, there was a paucity of papers – only 18 papers in this category – reflecting the focused nature of
our original search strategy. Secondly, few studies focus on outcomes: most papers described case studies
and used interviews with key stakeholders to illustrate the potential benefit of participatory approaches.
Few studies attempted to measure health processes or outcomes. Thirdly, methodological quality was
poor. The evaluation of complex community interventions is a study in itself. Unfortunately, beyond
rather woolly references to ‘action research’ and the complexity involved, few studies were of the quality
required to ground firm conclusions. In many instances, the initiative had apparently progressed without
the necessary resources to undertake detailed evaluation.
Six papers examined health promotion initiatives from the vantage of different groups involved.310–315
For example, Daykin and Naidoo310 explored the views of health professionals on promoting health in
areas of poverty with low-income clients. They questioned the assumption that primary health care is the
best setting for health promotion; several constraints are identified as limiting its effectiveness. Firstly,
the emphasis on individual lifestyle change that often informs government strategy for health promotion
causes frustration among health professionals. Characteristics of primary health care limited its scope in
addressing socioeconomic inequalities and engaging in multiagency initiatives. Their interviews indicate
that, despite these constraints, workers in primary care demonstrate high levels of awareness and
commitment to a social model of health promotion. On the other hand, Abbott and Riga311 exposed
limited understanding of the links between deprivation and ill health among health-care professionals in
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east London. Better professional education on equality, diversity and public health approaches, and
improved patient education to overcome knowledge barriers were proposed solutions but their views
seemed to be anecdotal rather than evidence-based. Both studies suggested a need for resources
and training.
Conceptual uncertainties are mirrored in the views of deprived residents. Parry et al.312 found that they
conceptualised health in both physical and non-physical (e.g. being happy, peace of mind) terms. Sense
of place affected health through three key levers: physical structures (e.g. quality of housing), social
structures (e.g. friendliness of neighbours) and provision of services (e.g. transport). The interplay between
these factors was complex and fear was a common node in many of the pathways residents described
linking place with health.
A survey of faith groups in Dundee313 found they were already involved to different degrees in health
promotion and ready to engage in more. They constitute an untapped resource whose potential has
been evidenced in the USA. Kennedy and colleagues314,315 have explored the benefits arising from lay
involvement in community-based nutrition programmes in poor neighbourhoods. These include increased
service coverage and the ability to reach populations, personal development and enhanced social support.
A similar gulf in expectations characterised health professional views on health visiting in an orthodox
Jewish community.316 The community only partially understood or valued the health visitors’ role, while
health visitors’ awareness of aspects of Jewish culture was limited. Closer partnership is required to
develop a service that the community finds valuable.
Participatory approaches to health-needs assessment have gained credence as an effective substitute
for traditional, epidemiological approaches. A comprehensive literature review found that research on
African and Afro-Caribbean populations was limited and uneven, focusing on specific particular diseases.
Okereke et al.317 used a triangulation approach to identify the community’s perspectives on local priorities.
A narrative review of published research on community capacity to manage hypertension among black
groups identified 27 relevant studies.318 However, collaborative methods yielded insufficient evidence
of effectiveness in terms of quantifiable outcomes. Intrinsic assumptions about the homogeneity of
communities and how they are represented were challenged.
The Community Health Educator is a model developed through a series of participatory action research
projects in UK cancer screening during the 1990s. However, little is known about its effectiveness, or how
researchers/practitioners engage with communities.319 Researchers and practitioners need to be flexible in
accommodating the ambiguity implicit in the concepts of ‘community’ and ‘ethnicity’. The efficacy of
social networks has similarly been questioned.320 The prevailing assumption that the community health
educators’ personal networks are ethnically and neighbourhood-bounded has influenced intervention
design but may not reflect the complexity of urban communities. Concepts such as ‘social capital’ and
‘embeddedness’ are notoriously difficult to operationalise.
Welfare advice services
We evaluated eight papers that described or reported research findings on welfare advice services in general
practice. These papers constituted a focused assessment of the organisation, role and impact of advice
services for practice populations. The general conclusion of these papers was that welfare advice services
are an excellent strategy by which primary care organisations address the social, economic and environmental
influences on the health of their population.321,322 In addition, studies show that services are valued by
patients and practice staff323,324 and lead to positive social and health outcomes for patients.325–328
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While a number of the studies were small, the quality of the research was mainly rated as A or B (see
Chapter 3 for definitions) and the cumulative findings suggest that there are measurable health benefits
for those patients who achieve additional income and high levels of patient satisfaction. There were no
cost-effectiveness studies of these services. However, most services were delivered by existing welfare
services, with practices merely providing premises.
Organisational issues
The focus of most studies we examined in the review was on general practice, although a number of
papers described or evaluated activities linked to the primary health care team but delivered in community
settings, people’s homes or schools. Generally those activities outside the practice seldom involved GPs
and were predominantly delivered by community nurses or other professionals (e.g. health promotion
specialists, pharmacists). The papers reviewed identified a number of important issues related to the
location of health improvement activities. For example, there is evidence to support the use of community
and school-based locations for health improvement activities with people from ethnic minorities. Evidence
shows that schools are more likely to be the most appropriate setting for family-based interventions for
ethnic minority groups because of easier access and availability, and the relationship between healthy
lifestyle and curriculum. Places of worship are more likely to engage in a dialogue around traditional food
practices. Places of worship also provide access to the wider family, including grandparents, and offer
opportunity for culturally and family-specific support.329
In group discussions with GPs, the variation in approach and how services were organised and delivered
was very evident. Some practices had invested in training and developing their practice nurses and
employing health-care assistants to undertake routine screening and monitoring. In some cases this activity
was undertaken by running clinic sessions or group sessions while in others it was based on individual
patient recall systems. Younger GPs tended to focus more on the impact of the QOF on these sorts of
activities. There was much debate about the impact of the QOF not only on preventative interventions but
on the way the practices organised activities and patient care. There are some new issues that have been
forged by the QOF such as a more embedded emphasis on systematised models of care through the use
of disease registers, computerised working methods and greater use of clinical templates.93 The literature
on the impact of the QOF also suggests that it has focused on individual interventions with patients and
more depersonalised care.93,330
While there has been a particular focus on GPs, it is clear that primary care approaches to public health
involve all workers in the practice, as well as the wider primary health-care team. There has been an
increasing involvement of practice nurses in patient care, particularly for routine screening and review
activities, although the majority of consultations are still with the GP. The introduction of the QOF has
been important in opening up new opportunities for practice nurses, although these are a continuation
of pre-QOF trends (increasing employment of health-care assistants, delegation of clinical work from GPs
to nursing staff).331 These approaches are also reflected in general practice approaches to prevention and
health promotion.65
While this review describes a wide range of activity, there does not appear to be any consistency in how
services are organised between practices. From the papers examined in this review it does seem that many
of the interventions have been successful in improving record keeping in practice. In areas such as CVD,
diabetes, etc., there is an emphasis on identifying risk factors and on education, most of which seems to
have limited benefit. Interventions aimed at changing lifestyle (e.g. for weight management, exercise and
CVD) of patients who are asymptomatic seems to be limited in terms of any long-lasting impact. Studies
tend to be short in duration and rely on self-reported behaviour change. Studies suggest that there are
huge variations in prescribing practices, and the amount of information and advice given by GPs. A
number of papers report that GPs feel ill-equipped to give that sort of advice. Practice nurses are used
more often to provide information and monitoring of patients, both those ‘at risk’ and symptomatic
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patients. Generally speaking, patients seem to like this, but with disappointing outcomes with regard to
patient benefit. However, it is also not clear how far lifestyle advice is either delivered or remembered by
patients. In a study of patient views on health promotion and lifestyle advice in general practice, only 6%
of patients recalled receiving advice on diet, 4% on exercise and smoking and only 2% on alcohol.332 Few
papers examined services for specific groups of people or reducing health inequalities between groups.
More attention needs to be paid to skill mix in general practice, although the nature of general practice
varies. In this sense, although the systematisation of activity provided by QOF has been seen as restrictive
for many practices, it has also been helpful.65,93,331,333
General practitioners also referred to other financial support for public health activity in practices. Some GPs
recognised that the principle of capitation funding should provide some incentive to explore prevention
activities but felt that limited time in consultations and the demands of clinical practice made this difficult.
Some PCTs have been using other elements of the GMS contract such as LES to support health promotion
activity based on financial incentives. However, some respondents questioned if such activity being
incentivised was already covered either within the core contract or through the QOF.63 In a more recent
study on the early development of CCGs, the researchers identify a number of uncertainties in this area
and report mixed views among CCGs and public health staff about the relationships between GP practices
and public health.334 Data from this study also suggest that there is considerable uncertainty and concern
about how public health will work in the new system.
Conclusion
The focus of attention is mainly on individual prevention approaches, with practices engaging in both primary
and secondary prevention. The focus is on medical conditions related to prevention of specific diseases such
as diabetes or CHD. GP activity appears to be driven by specific contractual incentives and conditions.
However, the wider literature also suggests that general practice is also affected by other factors such as peer
pressure, relationships with public health departments, education and training. While direct incentives such
as contracted standards or the QOF do influence practice, there is some debate about whether or not GPs
simply react to maximise their income and do not prioritise activities towards those most in need. The use of
thresholds can provide perverse incentives and there is some evidence that GPs use exception reporting to
maximise their points score and income. However, there is some evidence that the wider primary care team,
such as health visitors, are engaged in health improvement interventions such as breastfeeding support
where variance in outcomes have been explained from a service delivery perspective.221
There appears to have been little shifting from the position described by Lawlor et al.,79 who argued that
GPs do not adopt a population approach as they focus on high-risk patients and adopt a predominantly
medical approach. They also argued that GPs felt that giving lifestyle advice interfered with the
doctor–patient relationship. However, it is clear that many GPs see health promotion as an integral
part of practice, whether as individual approaches to primary or secondary health improvement or as
a practice approach to improving the health of their patients.
There is little evidence to show that GPs undertake wider public health roles in terms of population
surveillance beyond contractually defined screening and monitoring. These do not target major areas of
health concern (such as mental health, eye problems and oral health), which receive less attention despite
the potential of general practice to play a leading preventative role. While there is good evidence, for
example, that GPs address eye health for people with diabetes, less is known about their wider role in
screening for eye problems. It is important that GPs link mental and physical health issues, as people with
mental health problems, particularly severe mental illness, are at increased risk of a number of physical
health problems.335
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Chapter 6 Evidence on effectiveness of health
improvement activities undertaken in general practice
and primary care
Introduction
The evidence on the impact and overall effectiveness of prevention activities was limited in both scope
and quality. We included 347 papers in the evidence synthesis. A list of reviewed papers is included as
Appendix 5. The extent to which selected papers discussed the organisation and delivery of health
improvement activities, or the interaction of general practice and primary health-care team staff with
services such as screening that are offered through national programmes, varied considerably. Therefore,
not all papers are directly referred to in this discussion; references are given where specific or detailed
comments have been made, or where papers support general statements. It is important to note that the
focus of the discussion is not necessarily on the effectiveness of the intervention per se. Our aim was to
examine whether or not there was evidence of effectiveness of different ways of organising and delivering
intervention programmes, for example differences in who delivered an intervention, where it was located
or how something was provided. Very few studies provided comparisons of approaches and many studies
lacked sufficient detail in the papers to make judgements about effectiveness.
Where they are of value we have referred to relevant Cochrane reviews. We found few data on service
delivery and organisation in the reviews but where relevant this is incorporated in the discussion. The
chapter is split into sections by area of activity. Key points relating to the organisation and delivery of
activities are summarised at the end of the chapter in relation to evidence on:
l cost-effectiveness
l interventions with patients
l interventions with practitioners
l location of the intervention.
Child health
With regard to targeted interventions to identify children at risk of ill health and provide support to them,
the evidence suggests that the most effective approach involves consistent and ongoing engagement
with families and parents.218,336,337 Approaches to identifying children at risk of ill health did not lead to
significant improvements or changes in behaviour, and the provision of advice by nurses or GPs did not
have any impact on behaviour change.338,339 The evidence on the effectiveness of interventions aimed at
intermediary organisations and interventions undertaken in the community and schools suggests that these
generally have a positive outcome, although such impacts were small. For interventions with children and
their parents, location of activity is important. For the promotion of breastfeeding, delivery needs to be in
premises seen by mothers as suitable.221 Interventions also need to engage a range of professionals and
the community.340–342
While schools were found to be good locations for conducting health promotion, there is little evidence
of any substantial change to children’s diet, exercise levels and weight loss. With regard to pre-school
children, a systematic review of weight loss initiatives in children aged under 5 years found little robust
evidence, and no significant evidence of effect was found.217
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The evidence on the benefit of interventions to promote and support safety advice to reduce accidents
suggests that such schemes do not reduce overall numbers of childhood accidents.337–339,343 One key area
of current concern relates to the prevention of obesity in children. Evidence from a recent Cochrane
review344 which examined studies from a range of countries in a variety of settings (including schools,
home-based and community settings) concluded that child obesity prevention interventions can be
effective, especially when assessed using body mass index as an outcome measure. However, the finding
should be interpreted cautiously because of ‘unexplained heterogeneity and the likelihood of small study
bias’ (p. 2).344 It was also difficult to know if the outcomes of short-term interventions can be sustained
over the longer term (studies were included if they evaluated interventions that were in place for a
minimum of 12 weeks). Delivery of effective interventions tended to focus on schools and home settings
with input from primary care professionals such as school nurses, health visitors or community support
workers rather than within GP practices.
Delivery and organisation of screening services
Despite the importance of general practice as a location of service delivery for a range of screening
activities, only a small number of studies systematically compared or explored alternative approaches to
performing these activities. While 83 papers were identified for inclusion in the evidence synthesis,
36 were graded as A and 34 as B, with a substantial number of cross-sectional surveys and few trials
or evaluations.
Nurse-led cardiovascular screening was one of the few areas in which quantitative evidence on service
organisation and delivery could be drawn together, albeit from a few studies with evidence of limited
effectiveness of the interventions overall. This has relevance to the NHS Health Check programme, for
which little evaluative research has been published yet, owing to its relatively recent introduction. For most
other screening services delivered in primary care, our review did not find literature on the effectiveness of
different modes of organisation. Instead, the papers addressing particular screening services often focused
on different issues. For example, in the case of cervical screening, three studies explored women’s views
on non-attendance,129–131 two studies investigated informed consent,126,345 one study examined women’s
views on result communication,132 one study assessed the effect of an intervention to improve screening
uptake346 and one study examined general practice factors associated with uptake.347 For some areas,
including promoting the uptake of cervical and chlamydia screening, papers provided indications of
important considerations for effective service delivery and organisation when considered collectively. In
other areas, namely nurse-led systematic screening for atrial fibrillation, alcohol screening and health risk
appraisal for older people, evidence was limited to the results of single studies.
One central debate about the delivery of screening relates to targeted, opportunistic and universal screening
for diabetes and CVD. These are particularly pertinent in relation to the introduction of the NHS Health
Check.151,348–350 At the time of this review, no substantive evaluations of the NHS Health Check had been
completed. However, Dalton et al.133 found that uptake was only 45% and that uptake was variable between
different population subgroups. While many South Asian and younger men in their study had higher than
average uptake, many people at higher risk were not screened, which may unintentionally lead to increasing
health inequalities. Internationally, it has been shown that screening in other health-care environments can
be an effective way of reaching a wider population.351–354 However, such approaches are not without
problems in determining cost-effectiveness, identifying appropriate screening tests and integrating screening
into business practices such as pharmacies.136,352 One pilot project that used opportunistic screening in a
supermarket did succeed in reaching specific at-risk groups, although again the ability to do a full range of
screening tests limited the overall success of the project.355 However, extending accessibility to screening may
not be a sufficiently effective approach to reducing CVD risk, and studies suggest that multiple risk factor
interventions in primary prevention, comprising counselling, education and drug treatments, are more likely
to be effective in high-risk groups than in the general population.356
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Nurse-led approaches to cardiovascular risk assessment and
health promotion
A few studies of good quality, including the OXCHECK and British Family Heart Study RCTs, have
demonstrated small reductions in risk factors for CVD, such as high cholesterol, through a nurse-led health
checks approach.138,146,147 Patient care was organised in these studies so that health checks were followed
by nurse-delivered lifestyle intervention146,147 or, in one approach, health promotion advice from the nurse
or GP referral to receive medication (e.g. to control hypertension or high cholesterol), depending on the
results of the check.138 Comparison of the results from the British Family Heart Study and the OXCHECK
study suggested that the nurse-led approach of the former, which targeted whole families and offered
intensive follow-up, was more effective in terms of increasing life expectancy, but less cost-effective
than the less intensive approach of the OXCHECK study, where follow-up was negotiated between
nurses and participants.357 However, as neither of the studies was designed to collect empirical data to
assess long-term sustainability of changes over more than 10 years, the results of this comparison of the
cost-effectiveness of approaches differing in intensity of follow-up should be interpreted with caution.
Furthermore, observation of routine practice of nurse-led health checks at 18 general practices, which had
relatively low rates of intensive follow-up, concluded there was no beneficial effect over a 2-year period.148
Cervical screening uptake
Although cervical screening is a national programme, in the late 1980s, when it was clear the programme
was not working, there was substantial interest in determining how to improve uptake among
marginalised groups. Improvements to the actual delivery and quality control borrowed much from the
national breast cancer screening programme but it was the introduction of financial incentives for hitting
targets in GP contracts that substantially increased coverage.358
An important issue for the national cervical screening programme is its population coverage.130 Two
qualitative studies assessed to be of high quality suggest a few considerations likely to be important for
increasing screening uptake among specific groups of women. Focus groups with Somali women
highlighted the importance of a female sample-taker being available, and the influence that GPs have
on screening attendance through giving advice.129 In a similar study undertaken in a deprived area, the
personal skills of the practitioner taking the sample were mentioned as potentially influencing future
attendance.131 Both studies found that practical factors such as lack of child-care provision and
inconvenient appointment times were likely to discourage women from participating in screening.129,131
The importance of addressing practical barriers, including appointments that fit in with work and child-care
commitments, was supported by a survey of good methodological quality, which involved face-to-face
interviews with 580 randomly selected women in England.130
Only one intervention study based in the UK and specifically focused on cervical screening uptake was
identified. It used an uncontrolled before-and-after design to examine the effect of sending a letter to
women who had repeatedly not responded to cervical screening invitations.346 The letter offered a
home visit by a health visitor to discuss screening. Twenty-six of the 70 women who agreed to a visit
subsequently attended for cervical screening within 3 months. Interestingly, 16 of the 67 women who
declined a visit also subsequently attended for screening, although the authors did not provide an
interpretation of this particular finding.
Screening and brief intervention for alcohol misuse
The effectiveness of brief intervention for reducing risky drinking in primary care populations has been
established by a Cochrane systematic review, with a caveat that the benefit was not clear for women.181
The results are likely to be relevant to the UK general practice setting, as 66% of the included trials were
based in English-speaking countries (the USA, the UK, Canada, Australia) and the remainder were based in
Europe. Moreover, 83% of included trials were conducted in a general practice setting. However, aside
from providing general evidence on brief intervention as an effective service delivery strategy, the review
did not assess the effectiveness of other aspects of service organisation and delivery, for example in terms
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of the type of professional delivering the intervention and precisely how it was delivered. Our review of the
literature found evidence in these areas to be limited.
With regard to how brief alcohol intervention should be delivered, researchers collaborating with five
general practices in the Tyne and Wear area in England in an action research study found it useful to
operationalise screening and brief alcohol intervention in routine practice by developing two different levels
of brief intervention.124 However, the study was primarily aimed at examining the process of implementation
and describing how the intervention was implemented rather than evaluating the approach adopted.
Furthermore, the representativeness of the five general practices selected could not be judged, as details
were not provided on their characteristics or why they were chosen from the 12 general practices that
applied to participate (apart from perhaps to provide a geographical spread across the Tyne and Wear area).
With regard to the type of health professional delivering brief alcohol intervention, RCTs have been
conducted to examine the promotion of alcohol screening and brief intervention among GPs and practice
nurses. However, by design they focused on changing practitioner rather than patient behaviour and did
not directly compare service delivery by GPs and practice nurses within the same study.122,183 The trial with
nurses found that nurses were more likely to mismanage patients (by administering brief intervention to
non-risky drinkers, or failing to intervene with risky drinkers) when provided with training than when sent
written guidance only.183 The earlier trial with GPs did not explore this issue of practitioner error, and
was assessed as of lower quality because of concerns with the sampling process.122 A pilot study to inform
the development of a large-scale randomised trial on screening and brief intervention for alcohol misuse
in community pharmacies has been recently conducted, so high-quality evidence regarding effectiveness in
this setting may become available in future years.121
Chlamydia screening uptake
Young people, screening co-ordinators and health professionals feel that chlamydia screening should be
offered in general practice, particularly to increase population coverage.175,176,359,360 The barriers to achieving
the chlamydia screening uptake required to impact on the infection’s prevalence are fairly well researched.
From the health professional point of view, the major barrier seems to be time.359,361,362 Since chlamydia
screening is generally provided opportunistically, GPs and practice nurses have to allocate time within
routine consultations to raise the topic of sexual health, offer the test and discuss its implications. Studies
have also found that raising the topic of sexual health in unrelated consultations can be challenging in
general practice.176,362 From the service user perspective, qualitative research with young women and
men supports the suggestion that the time constraint within routine consultations is a major barrier to
increasing testing rates.360,363 Furthermore, stigma associated with chlamydia is an important issue, and
young people do not want to feel they have been ‘singled out as “needing” a Chlamydia screen’ (p. 7).360
Opportunities may exist to tackle the time constraint by involving reception staff in the screening process.176,359
For example, one study reported receptionists identifying 16- to 24-year-old women attending the practice and
making initial contact with a leaflet about chlamydia for them to read before their consultation.175 This also led
to receptionists being asked questions about chlamydia screening, which, although handled in different ways,
had the potential to save further time during consultations. However, concerns about the appropriateness of
receptionist involvement, including problems with privacy, have been expressed by both general practice staff
and patients.177,360,364 Additional factors that may be important for effective organisation and delivery of
chlamydia screening in general practice were identified in a qualitative study by McNulty et al.176
Chlamydia screening has been found to be feasible in the community pharmacy setting, and the provision
of emergency contraception by pharmacies provides an opportunity to provide chlamydia screening kits
simultaneously.365,366 However, there is a lack of evidence comparing the effectiveness of chlamydia
screening in community pharmacy with general practice. Nevertheless, the available evidence suggests
pharmacists have experienced some challenges similar to those of general practices, such as lack of privacy
and the difficulty of raising the subject of chlamydia in consultations.366,367
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Nurse-led systematic screening for atrial fibrillation
One RCT compared nurse-led systematic screening for atrial fibrillation, where invitations were sent to
people’s homes, with opportunistic screening, where a reminder flag was placed in people’s medical
records.195 The results suggested that nurse-led systematic screening was the more effective approach in
terms of the proportion of patients screened and the proportion of patients detected as having atrial
fibrillation. However, a need for electrocardiogram confirmation of diagnosis and ongoing monitoring of
anticoagulation were highlighted as important resource implications.
Assessment of the health needs of older people
A RCT compared standard care with a health risk appraisal health risk appraisal approach to health
promotion of adults 65 years of age or older.166 The health risk appraisal approach involved collecting data
from individuals by self-completed mailed questionnaires, which were fed into decision support software to
provide individualised written feedback, concerning health promotion, to both patients and their GPs. This
allowed issues to be addressed either directly or opportunistically according to patient or professional
discretion. No significant differences in self-reported health behaviours or uptake of preventative care
measures (except pneumococcal vaccination) were found after 1 year. The authors suggested that a more
systematic approach to engaging patients with the feedback from the software may be required to obtain
positive results, such as through face-to-face consultations outside routine encounters. In a related cohort
study, health risk appraisal for older people was shown to be feasible for repeated use.368 However, the
people who did not respond to the mailed questionnaire repeatedly over time were found to be more
likely to have a lower income or to smoke.
Currently, the over-75-year-old health check includes vision screening. However, all evidence to date suggests
that such universal approaches bring limited benefit.369 A Cochrane review specifically examining the
screening of older adults for visual impairment found no evidence of impact on vision of screening services
which had a vision component to the assessment.370 The six RCTs in the review were located in community
settings including general practice, four were based in the UK and screening was delivered by either a nurse
or health visitor. However, such tests do not screen for glaucoma, and intraocular pressure testing may
provide an important targeted preventative screening intervention for vision impairment.371 The converse is
true for auditory screening, where a universal programme – especially for people aged over 75 years – would
lead to substantial benefits, although it would place additional strains on NHS hearing services.372
Support for screening programmes delivered outside general practice
Besides providing screening, general practice also has an important (public health) role in providing
information to patients about bowel and breast cancer screening, and recommending participation in
these programmes. A few studies of variable quality, including one well-conducted RCT, suggest general
practices can improve uptake of screening in their area, even with relatively superficial actions such as
posting endorsement letters to patients.209,210,212 A qualitative study exploring factors affecting screening
uptake among men and women invited to participate in bowel screening noted the influence of GPs in
encouraging screening participation.205 This finding resonated with the views of many Somali women,
who reported that they had taken up cervical screening following advice from their GP.129
Among other studies related to the role of general practice with regard to the breast and bowel screening
programmes, an interesting initiative focused on increasing the coverage of breast screening in a PCT area
using a ‘whole-systems approach’.211 This included the following interventions targeted at primary care:
financial incentives to GPs, training on screening provided to general practices by public health teams,
endorsement of invitation letters by general practices and establishment of an alert system in practices to
provide opportunistic reminders for women to attend breast screening.211 Although it was not possible
to disaggregate the effect of the interventions in primary care from the other components, the initiative
showed promising results overall.
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Work is currently under way to design a definitive RCT to assess the effectiveness of GP endorsement
on participation in the national bowel cancer screening programme.373 GPs have stressed their need for
high-quality information to support them in helping patients make an informed choice to undergo bowel
screening, and this issue may be of increasing importance if general practice is called on to be more
proactive in encouraging participation in off-site screening programmes.374
The organisation and delivery of weight management,
diet and exercise interventions
There is some evidence to support strategies which have shown promise for incorporation into GP weight
management practices, including referral to commercial slimming services375 – supported by evidence that
such services may have better long-term outcomes than commonly reported376 – and partnering with other
health-care providers such as dieticians.236,238,377 However, there is no evidence that the effectiveness of
weight management in general practice is long lasting. A review217 on weight management programmes
for children found no good-quality evidence of a beneficial effect.
Similarly, in relation to exercise referral schemes (ERSs), the evidence suggests that there may be limited
initial benefit but no strong evidence for long-term effects.228,378–380 There are problems with non-attendance;
younger people in particular are less likely to attend. Practice nurses and health educators get better
responses than GPs.380–382 The evidence suggests that there is some benefit in discussing exercise in general
practice and that systematic approaches to identifying individuals and to providing sustained advice and
support – especially by nurses and health educators – may have some beneficial impact. Lawton et al.383
have shown in a RCT that physical activity promotion can improve behaviours in general practice care when
co-ordinated with exercise on referral, which is widely accessible in the UK. However, the impact appears to
be short-term and limited, although one RCT384 suggested that differences can be sustained for 12 months.
A systematic review found that lifestyle counselling interventions delivered by primary care providers in
primary care settings to patients at low risk (primary prevention) appeared to be of marginal benefit.39
Resources and time in primary care might be better spent on patients at higher risk of CVD, such as those
with existing heart disease or diabetes.
There was very limited evidence to support the use of brief interventions for exercise.228 Brief interventions
(3–10 minutes) or simple pedometer-based programmes delivered through health professionals can lead to
substantial increases in patients’ activity levels (by ≈ 30%).385 Marginal improvements may, however, be
cost-effective.386 Most studies were based in general practice but one study in a breast-screening clinic
found that women were interested in obtaining advice and information on weight loss.387 While evidence
on the effect of brief interventions for exercise and physical activities in primary care appears mixed, they
have been recommended as an effective intervention in the USA.385 Current NICE guidance also supports
brief interventions and recommends that primary care practitioners ‘should take the opportunity, whenever
possible, to identify inactive adults and advise them to aim for 30 minutes of moderate activity on 5 days
of the week (or more)’ (p. 4).388
Weiler and Stamatakis389 have argued that regular intervention built on existing, longstanding primary care
relationships may have a significant impact on patients. There is, however, only limited support for this
approach.390 In addition, there is little strong evidence to support the benefits, especially in the long term,
of ERSs. A Health Technology Assessment review in 2011391 concluded that ‘there remains very limited
support for the potential role of ERS for impacting on PA [physical activity] and, consequently, public
health . . . Although ERS programmes in our review aimed to increase medium to long-term PA, they
were typically based on only a 10- to 12-week leisure centre based period intervention’ (p. xi). The
cost-effectiveness of such schemes is also questionable.386
EFFECTIVENESS OF HEALTH IMPROVEMENT ACTIVITIES UNDERTAKEN IN GENERAL PRACTICE AND PRIMARY CARE
NIHR Journals Library www.journalslibrary.nihr.ac.uk
62
There have been three relevant Cochrane reviews392–394 that directly examined evidence for general exercise
and weight loss interventions. In addition, there were a number of reviews that specifically addressed diet,
exercise and weight loss for the prevention of specific conditions including diabetes395–397 and CVD.398 All the
reviews drew on the findings of international literature and therefore their direct relevance to UK general
practice cannot be assumed. The reviews concluded that it is not possible to draw any firm conclusions about
the effectiveness of interventions aimed at changing the behaviour of health professionals or the organisation
of care to promote weight reduction in overweight and obese adults.393 Neither is there any consistent
evidence to support the hypothesis that multicomponent community-wide interventions are effective at
increasing levels of physical activity.394 The third review found that professional advice with ongoing support
has only a moderate effect on increasing self-reported physical activity in the short to mid-term.392 However,
in the studies for this review most participants were volunteers, limiting its applicability to a general practice
population. Generally, however, the evidence supports systematic approaches working through disease
registers and targeting patients most in need. Systematic programmes of support/advice241,399 are more likely
to be effective than opportunistic approaches.400
The success of smoking cessation interventions is generally supported by good evidence and they are seen as
cost-effective.401–404 There is some variation in reported success rates of smoking cessation interventions.405
Quit rates in the range of 10–20% of smokers exposed to a smoking cessation intervention are commonly
cited.405–410 It should be noted that there is no universally accepted definition of ‘quit rate’, although most
studies use a minimum period of 6 months of abstinence from tobacco use – with the definition of
‘abstinence’ itself being the subject of some disagreement. Brief smoking cessation interventions within
general practice settings with patients who smoke are marginally effective.403 Unassisted 12-month quit rates
in the general population are in the range of 2–3%. While brief interventions by GPs may increase this level
by an additional 1–3%,411,412 this could lead to a further 75,000–92,000 patients per year in England who
could quit smoking if GPs increased the number of smoking cessation intervention initiatives by 50% and
accompanied them with nicotine replacement therapy or other pharmacotherapy.242,413,414 Motivational
interviewing by GPs over a number of multiple sessions may be more effective but there is no evidence to
identify the optimal number of sessions required.404 Brief interventions by nurses were not found to be as
effective as those by primary care physicians.402 Community pharmacists who provide support to patients to
quit smoking may, when trained, have a positive impact but the evidence is limited.401 The evidence on
community-based interventions lacked sufficient quality and detail to provide guidance on who should
deliver interventions or how they should be delivered.
There is also debatewithin the literature regarding the optimal degree of brevity versus intensity of these
interventions.410,411 Research shows that themove towards guidance favouring ‘intensive’ brief interventions is
misguided,415 but no apparent disagreement exists regarding their utility and cost-effectiveness, regardless of
intensity.242 The use of pharmacotherapy, such as nicotine replacement therapy, varenicline or bupropion, with or
without a brief GP intervention, increases quit rates considerably, by upwards of 1.5 to 3 times.407,409,411,413,416–419
Following a brief GP-led smoking cessation intervention, referral of patients to specialist programmes, such as
those offering behavioural support, or even guidance to telephone help lines, has also been shown to enhance
rates of smoking cessation.257,415
Overall, the evidence suggests that smoking cessation advice provided by trained, specialist advisors
delivered over a number of sessions with follow-up support provides the most effective interventions.
Brief interventions by GPs supported by pharmacological support may also have an important impact on
smoking rates in absolute terms.
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Cardiovascular disease
Of the 10 papers that provided evidence on interventions aimed at lifestyle risk factor improvement in
asymptomatic patients, five285–289 examined altering patients’ behaviour regarding the amount of exercise
they took, their diet and other risk factors (e.g. smoking). All these papers reported improved behaviour
after the study period was complete, and one288 reported a significant improvement in waist circumference
at the end of the study. Three of the papers suggested that the intervention programmes were worthwhile
and cost-effective (see Evidence on cost-effectiveness). However, there were concerns about the quality of
some of the evidence. For example, one of the studies288 was conducted over a very short period (12 weeks),
limiting its claim of significant improvement, one was a pilot study285 and one relied on self-reported levels
of behaviour change.289 One study289 pointed out that the programme had ‘failed to engage’ with the ‘hard
to reach’ population, especially people from deprived areas and men. In relation to lifestyle risk, some
papers described providing information to patients but the effect of risk factor awareness on asymptomatic
patients’ behaviour was shown in only one study.291 This concluded that, even when patients are fully
informed of their personalised disease risk factors such as lack of exercise, this knowledge is in itself
unlikely to change their behaviour. In another study, where patients with high blood pressure were given
information about diet and weight loss to help lower blood pressure, it was found that after 6 months there
was no improvement in the study group, either in their risk factors or their blood pressure readings.292
As discussed earlier in this chapter, in the OXCHECK study the nurse-led approach, which targeted whole
families and offered intensive follow-up, was more effective in terms of increasing life expectancy, but less
cost-effective, than the less intensive approach of the OXCHECK study, highlighting the need for more
intensive and consistent intervention programmes.357
The use of information technology systems to prompt practitioners to offer advice had no impact on
whether or not physicians offered such advice to patients, but it did improve practice record keeping.294
Another trial, examining motivational interviewing and care plans provided by practitioners, found that they
did not lead to benefits in terms of blood pressure, cholesterol or health-related quality of life, although it
found that there was a reduction in the number of hospital admissions.293 Studies that examined the
effectiveness of clinics where practice nurses monitored lipid levels, blood pressure, medication use and
other risk factors such as diet, exercise and smoking suggest that these led to improvements in some
aspects of secondary prevention except for smoking cessation and exercise levels. However, what small
improvements there were may be misleading, as they relied on patients self-reporting.295–299 In a study that
looked at the effect of nurse-led interventions in primary care on patient compliance with drug regimens
for high blood pressure, Schroeder et al.300 found that there was no effect on patient compliance, while
another study302 found that there was some improvement. Bane et al.301 concluded that compliance was
more likely if patients felt that they had been ‘listened to’ by their GP in the initial consultation.
Murray et al.305 looked at a strategy to reduce health inequalities between the white ethnic majority and
ethnic minorities in Wandsworth, London. It was a 10-year study using blood pressure and cholesterol
measurements as proxy markers for CVD. Although the intervention had resulted in a lowering of the risk
factors across the board, there were methodological problems such as the small numbers of some ethnic
minorities and the pooling of South Asians from different countries, which limit an assessment of
effectiveness. Two papers looked at the effect of educational programmes on outcomes for patients with
angina.420,421 The first examined the cost-effectiveness of a personalised health education programme for
people with angina in Belfast. Those in the intervention group had three visits per year from a health
visitor, whose brief was to discuss ways of living more easily with their disease and ways in which risks of
further events might be reduced. The results showed significant improvements in survival and self-assessed
quality of life in the study group. The second looked at a similar programme of education for angina
patients. The intervention group received personalised health promotional advice from a practice nurse
four times a year for two years. The results showed that the study group had improved quality of life and
physical mobility, and there were significantly fewer deaths in the study group than in the control group.
It also showed that it was important that GPs gave advice to patients concerning physical mobility but that
GPs were reluctant to do this because they felt ill-equipped to give it, and that they lacked the training.
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Community-based approaches
Despite growing recognition of the potential of community-based efforts to improve public health, the
costs and ‘added value’ of such approaches remain unclear. The most substantial systematic review sought
studies that included controls of suitable comparative groups and measured both outcome and costs.422
Of 4405 references screened, 152 records were potentially relevant, but just eight studies met the
inclusion criteria. Seven of these reported positive findings, but none was designed to evaluate impact
or cost-effectiveness. The review found tentative evidence that community engagement is part of a
multifaceted approach to health promotion, may have positive effects and could be cost-effective. As
discussed earlier in this chapter, Cochrane reviews of community interventions for exercise and weight
loss, and for smoking found little robust evidence of positive effect on smoking prevalence or sustained
weight loss.394,414 The studies also either said little about who delivered the interventions or found little
difference in who delivered interventions or how they were organised.
A further uncontrolled study looked at the impact of a training programme in community-oriented primary
care on 11 practices. This detailed benefits to staff, for example learning new skills, and to patients in
terms of intermediate health outcomes. Costings suggested the projects undertaken were likely to be
cost-effective.423 Overall, the dearth of evidence suggests the desirability of community engagement
at all stages of project development to capture the community’s priorities and perspectives, and assess
appropriately the costs and benefits of engagement.
A large literature described case studies located in different parts of the country. These predominantly
involved urban, deprived populations but rural communities were also covered. These provided testimony
to the impact of the programmes under consideration, for example through interviews and focus groups,
often supplemented by process data (e.g. attendance rates). However, other measures of impact were
seldom forthcoming. The aim was to share good practice and provide learning for others.
Taket and Edmans,424 for example, listed key elements in a framework for community involvement in
health and regeneration:
1. work at the most local level
2. involve community in decision-making at all stages
3. local recruitment to paid posts involved, wherever possible
4. ensure that work involved supports local economy in all sectors
5. build capacity
6. train
7. give specific attention to planning and management of change
8. specific attention to building partnership between organisations
9. work towards building trust and openness
10. adopt innovative and multiple ways/processes of working
11. recognise the importance of facilitation
12. adopt a participatory action research approach
13. adopt a holistic approach
14. keep a high profile
15. recognise the need to work creatively on constraints/challenges imposed by funding conditions
16. see regeneration as intimately involved with changing, where necessary, the way that mainstream
services operate
17. recognise, respect and work with diversity, in an empowering fashion
18. recognise that it takes time
19. build in external evaluation.
Such learning may also identify barriers.425,426 Inadequate resource allocation and poor continuity of
structures/personnel are frequently barriers to community-based partnership programmes. Ritchie et al.425
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made recommendations to address them (e.g. the need for contingency plans and funding to deal with
indeterminate aspects). Studying a social exclusion partnership in Scotland, Carlisle426 identified rival
relationships between key partners and the sometimes conflicting priorities of health promotion versus
community development as potential barriers.
The literature on community participation identified some important methodological issues and highlighted
the inconclusive nature of much of the research. The specific role of primary health-care professionals was
seldom described and the contribution of GPs was notably absent. Given our search terms, it is likely that this
absence of a GP contribution accurately reflects the literature in this area. Previous reviews of public health
and primary care have also noted the limited engagement of general practice and GPs in community-based
public health activities, although community nurses have been more engaged in such activity.73
Summary of the evidence on health improvement in
general practice
The evidence synthesis reported here is not designed to provide a comprehensive assessment of the
effectiveness of health improvement interventions undertaken in general practice or by primary health
team practitioners. Our interest was rather to explore the nature of the evidence, its scope and limitations
and to specifically identify what evidence there is on the way health improvement interventions are
organised and delivered.
Evidence on cost-effectiveness
Cost-effectiveness evidence for health promotion interventions included in this study was very limited.
Only 13 of the 347 papers retrieved for the evidence synthesis had a cost-effectiveness outcome measure.
Four papers examined exercise and weight loss,386,400,427,428 and there were two papers in each of the
following topic areas: CVD,298,429 NHS Health Checks,149,150 and health checks for people with learning
disabilities.158,161 The other three papers examined sickle cell screening,430 breast screening210 and smoking
cessation.380 Generally there was little substantial evidence to make general conclusions about the
cost-effectiveness of health improvement interventions in general practice. The evidence is often poor
and very mixed.
Effectiveness of interventions aimed at patients
Interventions that directly focus on the patient include those aimed at changing behaviour through the
provision of information, brief interventions, lifestyle counselling, non-medical interventions such as welfare
advice or ERSs, and medication, or some combination of these. The evidence supporting interventions with
patients was generally poor, and few discussed how interventions were delivered. Interventions aimed at
changing lifestyle factors in patients who are asymptomatic have little success, as the impact is short-term. One
problem is that studies tend to be short in duration and rely on self-reported behaviour change. In symptomatic
patients there is a similar obsession with changing lifestyle but the evidence suggests that outcomes are slightly
more positive, especially in angina patients, although these are still fairly limited. Very few papers examined
impacts on health inequalities; for example, in relation to CVD we identified only one paper on the experience
of deaf people,309 two on race305,306 and two on gender,307,308 all of which showed a real problem that was not
really being addressed. There is some evidence to support opportunistic brief interventions for stopping
smoking by physicians. While the evidence is weak, the potential for population health gain is high.
Effectiveness of interventions aimed at practitioners
Our review of primary prevention papers supports the findings of NICE in its Prevention of Cardiovascular
Disease.431 In consultations with practitioners it found that the role of primary care was complicated and
sometimes contradictory. In group and practice-based interviews, some GPs and public health specialists
highlighted the fact that GPs may be more comfortable with a secondary, rather than primary, prevention
role, which may explain why some health promotion and public health staff find it difficult to engage GPs
in CVD prevention programmes. Conversely, other interviewees viewed primary care staff as crucial
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partners in CVD prevention. This reflects evidence from other studies, which have found that many GPs
state they lack the skills needed to delivery effective health promotion and that the lack of skill may also
affect their attitude to giving advice.228,268,269,432 Many GPs are concerned that giving lifestyle advice may be
detrimental to the doctor–patient relationship,79,85 and are also unconvinced that their efforts to counsel
patients on lifestyle issues are effective in changing behaviours.
Yet, while practitioners often to do not feel qualified or experienced in preventative work, a survey of GPs
undertaken for the King’s Fund Quality Review found that GPs tended to rate the quality of their own
health promotion and ill-health prevention activities as better than that of general practice as a whole.433
Advocacy among other local organisations may be a key role, as is referral of patients to relevant services.
However, practitioners are often unaware of the range of local services, or relevant services do not exist.
Engaging primary care and keeping practitioners appropriately informed requires tailored approaches. In
addition, lack of time has been cited as a key problem. For example, where primary care is involved in CVD
prevention programmes, practices need to receive appropriate resources to free up staff time.
The role of nurses within the practice has become increasingly important. There is some weak evidence
to show that nurse interventions for a number of screening and advisory interventions is effective. For
example, studies involving nurses providing smoke-stop advice were rated as effective although there were
no direct comparisons with physicians or others offering similar advice. However, the limited prescribing
rights of nurses meant that more effective advice and clinical interventions were more difficult. In addition,
studies consistently show that specialist services with specialist staff were most effective at stopping people
smoking; this may include specially trained nurses. Where there were comparisons,183 the outcome was
unclear, as nurses were more cost-effective in terms of the number of patients they counselled, but were
more likely to misdirect patients, whereas GPs were less like to misdirect patients and gave better advice.
In a study on hypertension the researchers concluded that to improve nurse effectiveness an algorithm to
assess and steer care more effectively needed to be developed – similar to the one already used by GPs.302
In relation to primary care provision, the introduction of the QOF has provided a key activity incentive for
general practice. While limited in terms of supporting preventative activities, a number of QOF criteria
relate to intermediate outcomes. The evidence from studies examining the impact of the QOF suggests
that it has led to an improvement in intermediate health outcomes for some conditions (such as diabetes),
although the results are mixed for others (such as CHD).330 While some studies state that the management
of blood pressure and cholesterol has improved for CHD since the introduction of the QOF,434 others claim
that the improvement is not significantly higher than the underlying trend which existed before the QOF
was introduced, as is the case for hypertension and asthma.435,436 However, as the methodological quality
of the latter studies is higher thanks to the inclusion of additional time points before and after the QOF,
combined with stronger statistical results, the evidence supporting the hypothesis of no improvement
above the underlying pre-QOF trend seems more convincing.
The results also demonstrate that despite a surge of improvement during its introductory period for some
conditions, levels of achievement have reached a plateau in later years. As mentioned by Calvert et al.,70
this may be a result of a ceiling effect caused by the maximum threshold levels set for each indicator.
Achievement thresholds for the clinical domain indicators are mostly between 50% and 90%. This
specifies the minimum and maximum percentages of patients that are required to achieve the target
before the minimum and maximum scores are rewarded for that indicator (not to be confused with the
different clinical targets referred to in the QOF, for example blood pressure< 140/80mmHg). Studies that
examined the impact of the QOF on non-incentivised activities of care and associated health outcomes
suggest that non-incentivised areas were neglected and had declining performance.437,438
Effectiveness of interventions related to location
While few studies specifically examined the differing effectiveness of locations, our review suggests that
location is important for health improvement. For example, there is good evidence to support the use
of schools as a setting for health improvement activities. For some weight loss and exercise activities,
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non-general-practice locations are preferable. On the other hand, general practice provides an ideal location
for opportunistic interventions, such as on smoking, because of the numbers of patient contacts. While many
lifestyle and brief interventions are not well supported in terms of effectiveness, where low-cost interventions
can be delivered there may still be significant health gains across the population. In a study examining the
control of hypertension, it was found that what seemed to work best was nurse-led interventions within
primary care, and that interventions in the community or by telephone were less effective.302
Conclusion
Our review of the literature suggests that there is little robust evidence to demonstrate positive behaviour
change or clinical outcomes for preventative activities in primary care. Most papers examining primary
prevention were either descriptions of services, commentary about primary prevention or research studies
that were rated as of low quality. Few high-quality studies were identified in all key areas of primary
prevention. The main exception was in relation to smoke-stop services, where services to support quitting
are viewed as cost-effective and approaches that provide ongoing support for smokers wanting to stop, or
those who have quit, delivered in a targeted way, are more likely to be effective.252,439–442 In addition, there
is still potential for better identification of smokers and raising smoking awareness by a range of health
and other care professionals. The evidence to support interventions for increasing exercise or reducing
weight was limited and suggested that such approaches in primary care or in schools have little impact and
that any benefit is generally only short-term. In particular, the cost-effectiveness of primary preventative
lifestyle interventions is difficult to determine because of the diverse nature of the interventions (type and
organisation, different target groups) and research methodology.442,443 There is good qualitative evidence
from a large study of breastfeeding support to demonstrate the health services attributes that might be
necessary to deliver interventions effectively.221
Clearly advice from the GP is still rated highly by patients and may be acted upon. In terms of secondary
prevention, there is evidence that more is being done but it is not clear how effective this is. For example,
in relation to CHD, general practice has been identified as an ideal setting for delivering secondary
prevention. However, the evidence indicates that provision is not as effective as it could be and, while the
provision of secondary prevention can be improved by using specific disease management programmes,
the optimal mix of their components remains uncertain.444,445 There is insufficient evidence to make clear
decisions about the balance between universal, opportunistic and targeted health promotion interventions.
A key point, however, is that multiple risk factor interventions in primary prevention comprising
counselling, education and drug treatments were more likely to be effective in high-risk groups than
in the general population.356
Finally, the current interest in incentivising health improvement practice through performance payment
systems such as the QOF has had an important impact on both the areas of activity that are prioritised and
how services are organised. There is good evidence that practices have responded in different ways to
these incentives in terms of how they organise practice. What is clear from the evidence and discussions
with practitioners is that there has been a shift to employ nurses and health-care assistants to do much
routine prevention work including screening. The QOF has also led to improved recording of the health
status of patients in their practice. Interestingly, a Europe-wide survey of GPs in other countries highlighted
the lack of reimbursement as a key reason for not engaging in health promotion activities.446 As the
discussion on CVD demonstrates, the use of financial incentives is more likely to lead to GPs following
guideline advice. However, the focus on single disease risk factors has been widely criticised and can lead
to a number of problems or skew practice to the neglect of non-incentivised areas of practice.437,438,447,448
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Chapter 7 Impact of changes in the Health and
Social Care Act 2012 and Public Health White Paper
Introduction
The coalition government (2010–15) policies since 2010 highlighted the potential for greater GP
involvement in public health. The changes to the structure of the NHS and to public health oversight
introduced in April 2013 were designed to strengthen local public health, although the extent to which
this will support and increase GP involvement is not clear. The combined implications of the government’s
proposals for public health in England set out in Healthy Lives, Healthy People37 (and subsequent
consultation papers) and the changes contained in the Health and Social Care Act 201221 on the structure
and delivery of public health in England have been enormous. In this chapter we discuss those implications
which have a direct impact on the public health role of general practice. In the White Paper and other
public statements, the government outlined an increased role for GPs and general practices in public
health. GPs and their practice teams have a crucial role in promoting health and preventing disease. Each
year there are over 300 million consultations with primary care professionals – the majority with GPs but
increasingly with practice nurses and other practice-based healthcare staff – with every consultation an
opportunity to detect early warning signs that prevent illness and disease.18 This was recognised by the
coalition government of 2010–15 in its White Paper on public health arguing that GPs ‘have huge
opportunities to provide advice, brief interventions and referral to targeted services through the millions of
contacts they have with patients each year’ (p. 61).35 In addition, since January 2012 there has been a call
to NHS professionals to ‘Make every contact count’449 in a campaign to improve public health via every
contact between a NHS professional and the public. As well as all aspects of primary and secondary
prevention, there has also been an effort to incorporate the guidance into wider aspects of public health
such as homelessness.450 Furthermore, in 2011 the DH published the Health Visiting Implementation Plan,98
which proposed an increase in the health visitor workforce by 4500 new health visitors by 2015, with the
concomitant emphasis on public health outcomes for children and families at all levels.
However, how these roles are developed, supported and sustained within the new public health and
commissioning structures of the NHS in England is still not clear. The development of CCGs, new public
health commissioning and delivery roles for LAs, and an expanded national public health role through PHE
as well as a public health commissioning role for NHS England create a new and potentially more complex
commissioning and service delivery environment for many public health activities in primary care.36,98,451
There are particular concerns about the fragmentation of public health functions and service delivery
agencies, the distribution of resources between responsible agencies and how proposals for commissioning
and organising public health will provide a cohesive and co-ordinated public health system with a clear
general practice role. The aim of this chapter is to set the context of this review within the recent changes
to commissioning and public health introduced in April 2013. The chapter provides a critical analysis of the
organisational changes and policy implications of the Health and Social Care Act 201221 as they relate to
the organisation and delivery of public health within general practice.
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The changes
Until April 2013 public health was delivered through a number of different mechanisms:
l DH – setting policy and funding a number of health intelligence programmes including the
observatories and cancer registries
l government offices
l National Treatment Agency for Substance Misuse – drug treatment monitoring
l strategic health authorities – strategic oversight and performance of each region
l PCTs – commissioning of programmes to deliver health service outcomes/joint commissioning with LAs
l provider trusts – delivery of public health programmes, for example community services
l LAs – a number of different services provided by local government that have an impact on the public’s
health such as environmental health, leisure, planning, housing
l Health Protection Agency – health protection services.
Following the Health and Social Care Act 2012,21 most of these organisations either were abolished or
have taken on significantly different responsibilities. In addition, new commissioning and public health
organisations have been established. The key strategic changes are as follows:
l Strategic health authorities were abolished at the end of March 2013.
l PCTs were abolished at the end of March 2013.
l PHE was established in April 2013, encompassing the National Treatment Agency and Health
Protection Agency, and is responsible for a number of health intelligence functions including the cancer
registries and regional observatories, and former government office functions.
l Ring-fenced budgets for public health have been allocated to LAs: unitary authorities and upper-tier
authorities (i.e. county councils, not district councils). Directors of public health are employed within
these authorities and are joint appointments between PHE and the appointing LA.
l CCGs are now responsible for the commissioning of secondary and community-based health care.
l NHS England (a national commissioning organisation) is accountable for CCGs and oversees the
commissioning of specialised services and primary care services (GMS contract).
l A range of provider organisations (‘any qualified provider’) including foundation trusts, charities,
independent sector and social enterprise.
In Healthy Lives, Healthy People,37 the government proposed key changes to the provision of public health.
The two key changes involved the establishment of PHE in April 2013 and the transfer of local NHS public
health responsibilities to LAs. PHE is responsible for funding and ensuring the provision of a wide range
of services such as health protection, emergency preparedness, recovery from drug dependency, sexual
health, immunisation programmes, alcohol prevention, obesity, smoking cessation, nutrition, health
checks, screening, child health promotion (including those led by health visiting, school nursing and
general practice), some elements of the GP contract (including parts of the QOF such as those relating to
immunisation), contraception and dental public health. It does not have direct commissioning responsibility
but will grant funding to LAs and it will need to work through NHS England to commission services, such
as screening services, and the relevant elements of the GP contract.
The 2010–15 coalition government announced its intention in The Coalition: Our Programme for Government35
that the DH would strengthen the role and incentives for GPs and GP practices on preventative services, both as
primary care professionals and as commissioners. There was a recognition that primary care professionals, GPs
and GP practices play a critical role in both primary and secondary care prevention. Key areas highlighted by the
government were practitioners’ opportunities to provide advice, brief interventions and referral to targeted
services through the millions of contacts they have with patients each year.37
IMPACT OF CHANGES IN THE HEALTH AND SOCIAL CARE ACT 2012 AND PUBLIC HEALTH WHITE PAPER
NIHR Journals Library www.journalslibrary.nihr.ac.uk
70
Healthy Lives, Healthy People37 (para. 451) sets out specific ways by which the DH intends to strengthen
the public health role of GPs. These involve a mix of support and incentives:
l PHE and the NHS Commissioning Board will work together to support and encourage CCGs to
maximise their impact on improving population health and reducing health inequalities. This includes
looking specifically at equitable access to services and outcomes.
l Information on achievement by practices will be available publicly, supporting people to choose their
GP practice based on performance. By increasing transparency about how effective different GP
practices are in giving public health advice, PHE will enable local communities to challenge GPs to
enhance their performance.
l Incentives and drivers for GP-led activity will be designed with public health concerns in mind, for
example in terms of prevention-related measures in the QOF. To increase the incentives for GP
practices to improve the health of their patients, the DH has proposed that a sum at least equivalent to
15% of the current value of the QOF should be devoted to evidence-based public health and primary
prevention indicators from 2013. The funding for this element of the QOF will be within the PHE
budget. However, in 2013/14 this has not translated into many additional or different indicators.
l PHE will strengthen the focus on public health issues in the education and training of GPs, nurses and
health visitors as part of the DH’s development of a workforce strategy.
These changes have had a significant impact on general practice and its public health role. In particular,
five changes potentially increased both GPs’ needs for public health knowledge and practices’ need to
increase their provision of health promotion and disease prevention services. The changes also provide
significant challenges.
l The now abolished PCTs were responsible for the GMS contract and supporting local practices.
The PCT also provided public health support to local practices and delivered some health promotion
services such as specialist smoke-stop and sexual health services for young people. In many areas, PCTs
developed additional prevention services in collaboration with practices funded through LES within the
GMS contract. It is not clear how the new system will continue such support.
l With the abolition of PCTs, newly created LA Health and Wellbeing Boards (HWBs) now have to make
decisions about public health priorities for their geographical area. GP representatives from CCGs sit on
these boards, and they will probably be expected to contribute to the understanding of what the local
health demands are, as well as the ways that general practice and other primary care services can
improve health outcomes in these areas.
l General practitioner-led CCGs have taken over the commissioning role of PCTs. This could include
some public health commissioning, although the details of which will depend on what NHS England
chooses to ‘pass down’ to them. Commissioning public health services will require knowledge of how
and where these services are best delivered.
There is a new Commissioning Outcomes Framework which will be used by NHS England to assess CCG
performance. The aim of the framework is to allow NHS England to identify the contribution of CCGs to
achieving the priorities for health improvement in the NHS Outcomes.
l The QOF will be adjusted so that 15% is made up of evidence-based public health and primary
prevention indicators by 2013.36 While the substance of these changes remains unclear and no change
has yet occurred, GPs should be preparing for a shift towards payments for prevention.
l Although funding for public health will be ‘ring-fenced’, overall budget cuts may increase the focus
on prevention rather than expensive treatments, a shift which is likely to extend to general practice.
Whereas in the past such pressures within PCTs have tended to squeeze out public health expenditure,
the protected LA budget will not be at risk of being shifted towards clinical services.
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General practice and the new commissioning arrangements
The emphasis on CCGs being responsible for the well-being of their whole community and the stronger
role of the HWBs was recommended in the NHS Future Forum report449 and ensured that public health
became a shared responsibility across local commissioning organisations. However, the splitting of public
health resources across general practice, CCGs, LAs and PHE/NHS England presents new challenges for the
organisation and delivery of public health in England. For example, drug, alcohol and mental health
services will all be commissioned via LAs. From 2015, LAs will also commission the health visiting services,
which may have the effect of separating health visiting from the general practice population. These
important public health challenges often overlap and are best dealt with by joint services, which may
include GPs and community health professionals in shared-care arrangements if locally appropriate. These
services are a good example of how, by commissioning similar public health services by one body (in this
case, LAs), there can be streamlining of service delivery and inclusion of GPs where beneficial, but this
grouping together will be effective only if there is enough funding to support these joint endeavours.
Commissioning has been split between local and national commissioners. While NHS England has local
offices, co-ordination between commissioners is important. It is also be important to ensure that CCGs and
GPs more generally are linked to broader public health commissioning arrangements. For example, public
health services for children aged under 5 years, which include pre-established programmes and services
that fall outside the NHS, are contracted centrally by NHS England, but GPs play a huge role in the care of
under-5s and work collaboratively with local health visiting teams and other community staff, who also work
closely with LA and third sector organisations – all of which are commissioned by different bodies. It is not
clear how the necessary linkages are being made between GPs and community services (and local council
services) when it comes to the local organisation and delivery of care and prevention programmes to under-5s.
Some degree of co-ordination will possibly be achieved through CCG representation on HWBs. The boards
are seen as key to co-ordinating the local health system:
The joint local leadership of CCGs and local authorities through the health and wellbeing board will
be at the heart of this new health and social care system . . . [and] enable greater local democratic
legitimacy of commissioning decisions, and provide an opportunity for challenge, discussion, and the
involvement of local representatives.
p. 115451
Clinical Commissioning Groups have an avenue, therefore, to be involved in local decisions about public
health resource allocation – an important way of maintaining GP involvement in public health. Concerns
about CCG access to public health support were raised in discussions with GPs and CCG staff, and also
identified in research on the early development of CCGs.334
However, the most dominant role of the CCG is in commissioning secondary care services, which provides a
new set of challenges as well as opportunities for improvement in public health and ill-health prevention.
Research on practice-based commissioning found that GPs focused more on preventing ‘unnecessary’
hospital admissions than on primary prevention.452 Analyses of previous primary care commissioning similarly
found GPs used traditional models of general practice and did not address key public health problems.57,76,258,453
However, this is not a reason to take public health out of GP commissioning responsibilities. In fact, researchers
have suggested that GP budgets for commissioning health services be aligned with budgets for commissioning
public health.454 On a more positive note, it is possible that, by giving CCGs responsibility for standard health
service commissioning as well as some public health services, they may be forced to think more broadly about
their communities. CCGs should have responsibility for, or at least be directly involved in, commissioning
those public health activities that most closely relate to the ones they provide themselves via the GP contract
(such as contraception services and cervical cancer screening). Aligning these responsibilities puts GPs’ existing
knowledge of service provision to work, and helps to ensure that patients have access to the most streamlined
pathways for these services (as well as the best-quality ones).
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One key area of public health activity is the support for commissioners. Systems developed within PCTs for
supporting GPs with epidemiological analyses are likely to have been substantially disrupted with changes
to public health departments. New relationships, systems and processes need to be developed to provide
what is critical support for the new commissioning bodies. Additionally, this is being done at a time when
new organisational structures for public health are being established in LAs, placing further strains on
developing relationships.
There is continuing tension around the relationship between general practice commissioning and
public health. The evidence from previous approaches to primary care-led commissioning suggests
that public health has not been a priority for GP commissioners.453 The development of primary care
groups and, more specifically, PCTs did start to embed a more public health perspective in commissioning,
but current changes to both public health and health-care commissioning may simply exacerbate what has
often been a troublesome relationship between GP commissioners and public health.77,453
The General Medical Services contract and public health
Currently many public health activities in primary care are supported by the GMS contract. There are three
funding strands:
l core standard tasks – expected in normal practice (advice, information, etc.)
l aspects of the QOF
l Local Enhanced Service elements of the contract.
Where clinical services are closely linked to public health activities such as screening, immunisation, obesity and
sexual health services, part of the service is being provided by GPs as part of the GP contract (cervical cancer
screening, childhood and elderly vaccinations, and contraception services), but other, similar services are
being commissioned by LAs or NHS England (i.e. additional cancer screening, booster vaccinations, sexually
transmitted infection screening and treatment, and general screening such as the NHS Health Check). This
could lead to a situation where similar services that can be most effectively provided side by side (most
obviously, contraception and sexually transmitted infection services) may be available from different providers
because they are commissioned by different groups. Greater co-ordination of commissioning and service
delivery will be essential. Thought needs to be given to arrangements for lead commissioning with the
flexibility such as that available between the NHS and LAs under the 1999 Health Act455 for partnership
funding for the commissioning of all aspects of key prevention services by one commissioner.
Local Enhanced Services have been particularly effective in involving GPs in locally driven public health
efforts supporting a wide range of evidence-based public health activities, such as identifying CVD risk and
providing long-acting contraceptives, and in 2009/10 they accounted for some £370M.34 Having the
option of LESs in the contract has provided a way for GPs to reduce preventable morbidity, and it could
continue to do so in the future. This option would be especially helpful in the context of a more diverse
provider landscape. However, many of the activities currently funded through LESs, including sexual health,
smoking cessation, prevention and treatment of alcohol misuse, falls prevention and mental health
promotion, are now commissioned by LAs, with the GP contract the responsibility of NHS England. LESs
are commissioned by the local area teams of NHS England, yet the teams do not have any real levers or
necessarily the knowledge needed to do this. This appears to be a key weakness in the new system.
One key element of the contract where it is proposed to incentivise more primary prevention in general
practice is through the QOF. In the White Paper the government proposed that NICE adjust QOF to ensure
that 15% is devoted to ‘evidence-based public health and primary prevention indicators’ (p. 62).35
Currently, QOF continues to have only two indicators that it designates as ‘primary prevention’; otherwise
it focuses mainly on secondary prevention and uses proxy or process outcomes. QOF has had a major
impact on how practices undertake public health and other activities leading to more systemisation of
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public health activity – particularly through use of protocols and special clinics, but mainly with a secondary
and medical focus.65,456 While having some impact on primary and secondary prevention by stimulating
GPs to run ill-health prevention clinics for screening and monitoring blood pressure etc., QOF has mainly
supported secondary prevention activities.32,65,93 To date, the evidence that the QOF has improved health
outcomes or promoted a public health approach is very limited.18,65,330 However, financial incentives that
are effective in changing practice and more outcomes-based contracts, rather than activity-related
incentives, could encourage a more proactive approach.32 The impact of proposed changes by NICE will,
to a large extent, dictate how much GPs are involved in improving the health of their patient population,
which will, in turn, be affected by the future organisation of public health commissioning and
service delivery.
There are, however, concerns about the extent to which NICE’s rigidly evidence-based approach is relevant
for the development of many public health interventions and also whether or not such approaches are
relevant to primary care itself.457–460 In particular, there are concerns about what the contract encourages
in the way of public health activity in general practice. There is an important trade-off here: RCT-based
‘certainties’ around expensive technical interventions versus ‘riskier’ but potentially more impactful
interventions such as, for example, brief interventions for smoking, which have low impact but are very
low cost and, while having a small impact, affect a large number of people.460 Similarly, many areas of
activity such as community-oriented activities or even welfare advice are not currently rewarded.
The implications of the fragmentation of public health services
Not only is the commissioning of similar services undertaken by different bodies, but there is also a more
general likelihood of fragmentation of delivery of public health services due to the ‘any qualified provider’
model. The idea behind this approach to commissioning is to increase quality of care via a wider field of
competition, on the presumption that increased competition will drive out poor providers and reduce the
total number of providers. However, there is a risk that the overall effect of this policy will be that public
health-related care is divided over a larger number of providers. The effect on GPs may be twofold. The
first is simply that services that were once provided by GPs will be provided elsewhere, such as NHS Health
Checks. The second effect, which is likely to be the more common one, is that patients will have to seek
out many geographically separated providers for services such as sexually transmitted disease treatment,
cancer screening and nutrition advice. This may be confusing and frustrating to patients as well as GPs,
requiring good communication between different agencies to minimise this confusion. GPs must be kept
aware of which providers are providing which services so they can properly advise their patients on where
to seek care. Additionally, GPs must be able to keep track of what care their patients have received from
other providers. Co-ordinating with other providers and keeping detailed records of their patients’ care,
particularly when it comes to routine screening and immunisation, are key roles of the GP. It will be crucial
to build in a way for all commissioners and providers of public health services to share their knowledge
and records with GPs so that GPs can continue to do their jobs effectively. For example, there has been a
long tradition of health visitors being ‘GP attached’, and parents and children within GP practices will lose
this direct relationship with their GP services when health visitors are commissioned by the LA to provide a
community-based service.
Ultimately, this will lead to postcode variation in provision or a variant of the ‘inverse prevention’ law if
commissioning is more effectively supported and undertaken in healthier, wealthier areas (as, historically,
has tended to be the case).
The opening up of public health delivery and practice to a more diverse range of providers calls into
question the future role of entire categories of providers already working in public health, including health
visitors, midwives and school nurses. Investment in health visiting is discussed in the White Paper37 and is
welcome, but other key members of the local primary health care team who deliver public health are not
mentioned. For example, the crucial role of school nurses is not mentioned in the documents and it is
not clear where this service will need to focus its attention or how it will be integrated into the rest of
public health delivery.
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One mechanism for prioritising the general practice role in public health is via the Public Health Outcomes
Framework.37 As it currently stands, the Public Health Outcomes Framework indicates the few places
where responsibility for achieving indicators is shared with the NHS. Just eight indicators in the entire list
refer to the NHS, and most of them are around reducing premature death in people with chronic diseases
rather than disease prevention or health promotion. It is not clear what this shared responsibility refers to:
provision of funding or delivery/planning of services. Looking at the entire list of public health indicators it
is clear that GPs, and therefore the NHS, can be instrumental in delivering many services beyond the ones
singled out – in services relating to sexual health or smoking cessation, to name just two areas. When LAs
and local HWBs are considering how to best respond to these indicators (which they are driven to do by
the ‘health premium’ payments), they should keep GP services in mind for many indicators beyond those
with designated NHS involvement. Additionally, the boards may find that GPs are particularly well primed
to the idea of indicators, having now been working with the QOF for over 6 years. While these two sets of
indicators are very different in character, GPs may be comfortable with the idea of indicators and may have
ideas for how to incorporate this new set into their practices.
While HWBs have been given a key co-ordinating role, it is questionable how far they will be able to fulfil
all the expectations placed upon them. At the current time there remains considerable ‘fuzziness’ around
the exact role of HWBs. The lack of statutory powers given to the boards means that it is only by
developing good local relationships that they will be able to fulfil their potential. In recent research on the
development of CCGs, the development of a strong ‘co-ownership’ model, where CCGs, LAs and HWBs
saw themselves as joint owners of the developing strategy, with all partners being actively involved, was
noted in some areas. However, in others, CCGs were developing quite separately from their HWBs,
with CCG representatives attending meetings but contributing little.63,334 Marks et al.63 have highlighted
the difficulty of aligning priorities across large geographical areas and where organisations were not
coterminous. This may prove a problem again, as many of the 211 CCGs cover smaller populations than
their HWB, and the ability to respond to local concerns and problems will be important as HWBs develop.
Ultimately, despite HWBs having ‘strategic influence over commissioning decisions across health, public
health and social care’ as one of their main roles,461 there is a danger that, as new local public health
systems develop, they may become more fragmented in terms of the relationships between LAs, CCGs
and HWBs as well as having to cope with a new national context with PHE and NHS England. This may
create additional complexities for local co-ordination by the HWBs and raises important questions about
how public health activities in general practice will be incentivised, managed and supported in the future.
This uncertainty was of concern to many of the GPs we talked to during the research.
Current developments
In line with the government’s coalition agreement (of 2010–15) policy focused on the health improvement
role of general practice.35 In addition to proposals to revise the QOF to include more primary prevention
criteria, the recent Mandate for the NHS Commissioning Board highlights prevention within the concept of
making ‘every contact count’, ‘in focusing the NHS on preventing illness, with staff using every contact they
have with people as an opportunity to help people stay in good health – by not smoking, eating healthily,
drinking less alcohol, and exercising more’ (p. 8).462 This approach is now reflected in NICE Public Health
Guidance with the publication of the draft revision of physical exercise guidelines (currently out for
consultation). The proposed revised guidelines specifically target primary care practitioners proposing that they:
Assess the physical activity levels of all adults in contact with primary care services and identify those
who are not currently meeting the UK physical activity guidelines. This could be done:
l opportunistically during a consultation with a GP or practice nurse (or while people are waiting)
l as part of a planned session on management of long-term conditions run by a practice nurse
l as part of a consultation with a pharmacist.
p. 8463
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With this guidance, primary care practitioners are being encouraged to identify inactive patients, assess
their level of activity and deliver a brief intervention to encourage them to increase levels of activity.
Concerns have been raised about whether or not it is appropriate for more and more elements to be
placed on GPs and nurses given the limited consultation time in practice. These questions have also been
raised in connection with a pilot study that examined adding cancer-screening questions into the NHS
Health Check. The pilot study involved a screening survey of 4250 patients with high cardiovascular risk
undergoing NHS Health Checks. The study, reported at the October 2012 Society of Academic Primary
Care conference in Glasgow, found that the process involved substantial nurse and GP time but led to only
four cases being identified.464
Conclusion
The Royal College of General Practitioners argues that GPs should be proactive in carrying out public
health activities and interventions, and it is expected that GPs should possess a wide range of skills related
to ill-health prevention and public health.7 Since 1990, GPs in particular, have been encouraged to carry
out more public health activities through changes to their contract and the potential of the primary care
public health role was highlighted in the Wanless Report on public health.3,48 However, research continues
to find that the relationship between public health and general practice in England focuses primarily on
secondary prevention, and many GPs state they lack the skills needed to deliver effective health promotion.432
The King’s Fund Inquiry on quality in general practice concluded that there is enormous potential for general
practice to take a more proactive role in ill-health prevention and public health.18,465 In fact, a key criticism of
much of general practice (when it comes to public health) is that it focuses on either secondary prevention
or just information and advice. While both of these activities are useful, other interventions can be more
effective. All of these considerations and criticisms are of particular importance when it comes to the QOF,
which is a key driver of GP practice.
The Public Health White Paper37 outlines a number of key changes to the organisation and delivery of public
health in England. However, while the public health role of general practice has been the subject of much
debate over the past few decades, the government does not appear to have grasped how this role can be
integrated, developed and supported within the proposed changes. Relying on changes to the QOF is both
short-sighted and overly narrow. The fragmentation of the commissioning and delivery of public health is
likely to lead to problems of co-ordination. It is not clear how HWBs – responsible for local public health
co-ordination – will build integrated approaches with both CCGs and PHE as well as the wide range of local
delivery organisations, including general practices. Previous approaches to primary care-led commissioning have
not demonstrated that GPs can work closely with LAs or other agencies.453 A further problem may be the
attitude of many GPs themselves, as studies suggest that they are more comfortable managing illness than
promoting health. How effective the new proposals will be at engaging GPs and other primary care staff in
public health activities is still open to question, as for many GPs there is still a significant amount of distrust.334
In this chapter we have identified a number of potential problems that may result from current policy
developments and organisational changes. While an emphasis on health improvement is welcome, there are a
number of potential threats to the ability of primary care, and general practice more specifically, to deliver
public health. First, commissioning approaches need to be aligned across the different agencies that will be
responsible for aspects of public health. In particular, commissioning agencies need to urgently identify how
services from existing groups of primary care-based public health providers (midwives, school nurses, etc.) are
commissioned and supported within the new structures. Thought also needs to be given to how health
improvement activities that have formerly been funded through GMS, PMS and other local contractual
arrangements can be continued, and how local variations in funding and service delivery can be incorporated
into the new systems and structures. Developments in health improvement in general practice have benefited
from local negotiation and relationships with the public health department in the PCT. Concerns have been
raised about the ongoing links between public health and general practice now that LAs have taken on
public health responsibilities. While policy is increasingly emphasising public health roles being embedded in
primary care practice, many of the current organisational changes are creating potential problems for the
commissioning and delivery of many important health improvement activities.
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Chapter 8 Discussion and conclusion
Introduction
The aim of this study was to identify the current extent of knowledge about health improvement activities
in general practice and the wider primary health-care team. The primary focus of the review was on
activities that were specifically related to activities undertaken in the practice and by primary health-care
staff linked to the practice. With the publication of the White Paper on public health,37 this focus was
extended to include the role of pharmacies and prevention activities undertaken by primary health-care
teams in settings outside the practice such as schools and in the community. Thus activities by school
nurses and health visitors were included, but wider public health and health education activities in
schools – by the schools themselves – were excluded.
The original focus of the research was to undertake a scoping review of health improvement activities
undertaken in general practice or by the primary health-care team to determine the nature and extent of
research evidence about these. Through discussions with practitioners we sought to identify how such
activities were organised and delivered. An overall aim was to define areas of practice that needed further
research. We were also requested by the NIHR SDO programme to focus the research on producing an
evidence synthesis rather than merely scoping the research. The key objectives of the review were, therefore,
revised in order to provide an overview of the range and type of health improvement activities being
undertaken, assess the strength of evidence for such activities where possible and identify gaps in knowledge
and areas for further empirical research. As a result, the stakeholder consultations were more limited than
originally envisaged and were primarily used to inform the literature review and interpretation of findings.
Key questions for the review team were:
l What was the range and type of health improvement activity undertaken in general practice?
l What evidence was there on effective approaches to the delivery and organisation of health
improvement interventions in general practice settings?
l What gaps were there in the evidence base?
l What are the priority areas for future research?
Essentially our focus was twofold, involving:
l an assessment of the efficacy of approaches to the delivery and organisation of health improvement
interventions to identify areas of public health that can be delivered in a general practice setting
(including identifying the roles of general practice and the staff working in general practice and
methods of delivery and organisation)
l identifying research gaps and priorities for further research.
This chapter draws on the findings of the review and discusses them in the context of current developments
in the NHS. The chapter summarises our key findings and sets this within a framework that structures the
relationship between public health and primary care, and how health improvement activities are delivered
and organised.
General practitioners and their practice teams have a crucial role in promoting health and preventing
disease. Every consultation is an opportunity to detect early warning signs that prevent illness and disease.
GPs and the wider primary health-care professionals are, therefore, ideally placed to ‘make every contact
count’.449 While this rhetoric pervades the NHS and public health discourse, the evidence that primary care
consultations can effectively deliver this is less clear from our review. The Royal College of General
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Practitioners agrees that GPs should be proactive in carrying out public health activities and interventions,
and it expects GPs to possess a wide range of skills related to ill-health prevention and public health, as
reflected in the Member of the Royal College of General Practitioners curriculum.466 However, research
continues to find that the relationship between public health and general practice in England focuses
primarily on secondary prevention,18 and many GPs state they lack the skills needed to deliver effective
health promotion. For example, currently GPs respond to requests for support in smoking cessation more
often than they proactively engage their patients. Therefore, there is enormous potential for general
practice to take a more proactive role in ill-health prevention and public health. NICE public health
guidance advises primary care professionals, such as GPs, to opportunistically carry out activities such as
brief interventions.244,388 The White Paper on public health acknowledges this role, stating that GPs have
huge opportunities to provide advice, brief interventions and referrals to targeted services.35
The evidence
The evidence synthesis and review of activities undertaken in primary care focused on how health
improvement interventions and activities have been, and are, organised and delivered. We undertook a
broad search for relevant literature with the aim of identifying both the extent and the quality of evidence
supporting approaches to organising and delivering health improvement interventions. Given the breadth
and huge number of potential papers identified in our original searches, we refined our search criteria to
focus specifically on papers describing or evaluating UK practice.
While we identified 1140 papers from our original literature search, when they were examined for
relevance and then for quality we found that only 347 (30%) met our inclusion criteria for the evidence
review. We assessed the quality of each paper in terms of whether or not the research methods supported
the outcomes in the paper. We used a grading system based on critiquing five areas:
l quality of the sampling process (including the sample size)
l appropriateness of the analysis
l comparability of the intervention and comparison groups
l quality of the intervention delivery (including whether consistency of the intervention was measured or
whether there was risk of contamination)
l outcome assessment.
For each paper we identified whether there were no concerns about the methods or data presented,
minor concerns or major concerns. Studies were described as of high quality (A) if there were no concerns
across the applicable areas, good quality (B) if there were one or two minor concerns and lower quality
(C or D) if there were major concerns or multiple minor concerns.
As detailed in Chapters 4–6, the range and diversity of papers was substantial. In order to examine
selected papers we grouped them into broad topic areas. However, even within these there was significant
variation between papers. For example, papers classified as child health covered childhood screening,
breastfeeding, accidents, diet, sexual health, weight and exercise, etc. Assessing papers presented a
number of key difficulties for reviewers. We foresaw that identifying data on service delivery and
organisation would be difficult and we expected to exclude many papers because they did not address
these issues at all. However, even amongst selected papers in the review it was difficult to summarise the
evidence or draw any substantial conclusions from the evidence.
In addition, there is a widely recognised problem about the relevance of much research to general practice.
The increasing importance being placed on the role of primary care within health systems raises questions
about how an appropriate evidence base for practice can be supported, developed and applied. A simple
view of knowledge production and use would see this as a linear process, whereby scientists find out new
things about the world that are published in academic journals. Then people who want that knowledge
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search for it and put it into use. In this classic knowledge-driven model, research generates knowledge,
which impels action; thus, where knowledge is generated and by whom is less relevant than ensuring the
production of high-quality research findings.467 This is an oversimplified view of a complex process.468,469
An interactive, social model of knowledge is more useful. Gibbons et al.470 make the case for two ‘modes’
of knowledge production. As Sweeney et al.457 have argued, not only does research needs to be
statistically and clinically relevant but there should also be recognition of personal significance and the
importance of applying research evidence to the individual within the social context.
Producing evidence on health improvement interventions in general practice raises important questions
about the type of evidence required and how it is produced. As Rychetnik et al.113 argue, evidence needs
to be clear not only about whether the intervention is successful or has failed, but also about how it is
delivered – especially if failure of an intervention is a result of bad delivery. Furthermore, De Maeseneer
et al.458 have argued that ‘[c]ontextual evidence is necessary to assist doctors to address the challenge of
how to treat a particular patient in a given situation’ (p. 1316). Where service delivery needs to be
supported by research that is both appropriate and context-relevant – as is the case for much health
improvement activity – it is best conducted within primary care. The study by Hoddinott et al.221 has cast
important light on how analysis of the context of service delivery can be explanatory regarding success
and failure of interventions. Hospital-based clinical research is not always relevant to the primary care
context, and the findings of clinical trials based in secondary care cannot easily be translated into primary
care practice. In addition, primary care practice involves an interest in the appropriateness of care and
low-technology interventions such as many health improvement activities that require being responsive to
individual patient circumstances. In an analysis of NICE guidelines for GPs the researchers concluded that
as few as 2% were directly relevant for general practice.471 The need for a different approach to primary
care research is set out in the recent Society for Academic Primary Care Paper Blue Sky Research for
Primary Care: A Discussion Paper.472 Watt concludes that:
The contribution of generalist clinical practice to health improvement is achieved via the sum of care
provided for all patients. . . . Such activity is an important determinant of population health, although it
is often excluded from public health discourse and from consideration of public health research needs.
p. 11472
From the analyses in our review we conclude that more relevant research needs to be developed that
adequately reflects both the context of primary care and other settings where health improvement
interventions are undertaken as well as ensuring that service delivery and organisational issues are
researched as well. In addition, research needs to compare different methods of delivery and organisation;
for example, comparing the role of different professionals and different locations as well as different
delivery methods in order to determine the effectiveness of not just the specific intervention but also how
it is delivered.
What is done, by whom and where
The selected papers encompassed a wide variety of research designs across a broad range of topic areas.
Generally papers had little information on the context or organisation of the way in which the intervention
was delivered. There were a substantial number of papers that examined individual interventions without
any comparison or were simply studies of patient or practitioner views and perceptions. Much prevention
activity in general practice relates to clinical interventions and it was surprising that more such papers
were not included in the evidence synthesis. However, we found that a high proportion of papers
examined clinical prevention interventions yet had no information about, or did not address, delivery and
organisation aspects of interventions but were merely clinical trial data or evaluations of the clinical
intervention. There were some data on the type of practitioner and location of the intervention delivery but
there were few data that allowed statements to be made about the comparative effectiveness of different
locations, or person, delivering the intervention.
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The problem of identifying service issues is a common problem in this area of research. For example, a
recent cost-effectiveness analysis for brief interventions in general practice for physical exercise argued that
the main reason for a lack of evidence was that
it was not possible to disentangle the effectiveness (and hence efficiency) of brief advice interventions
from either more intensive counselling, exercise delivery programmes (n= 7) or from other lifestyle
advice (n= 10). The problem of disentangling was a function of study design as well as choice of
outcome measures.
p. 31473
It is understandable, therefore, that we found little robust evidence to demonstrate positive behaviour
change or clinical outcomes for preventative activities in primary care. The evidence on the effectiveness of
different approaches by different practitioners and in different locations was very limited. For example,
most papers examining primary prevention were either descriptions of services or commentary about
primary prevention or research studies that were rated as of low quality. The main exception was in
relation to smoking cessation services, where services to support quitting are viewed as cost-effective and
approaches that provide ongoing support for smokers wanting to stop, or for those who have quit, when
delivered in a targeted way, are more likely to be effective. In addition, there is still potential for better
identification of smokers and raising the subject of smoking with patients by a range of health and other
care professionals. We found little similar evidence for other areas of prevention activity. The evidence
to support interventions for increasing exercise or reducing weight was limited and suggests that such
approaches in primary care or in schools have little impact and that any benefit is generally only short-term.
In particular, the cost-effectiveness of primary preventative lifestyle interventions is difficult to determine
because of the diverse nature of the interventions (type and organisation, different target groups) and
research methodology.
The papers examined in this review also appear to show that GPs often feel ill equipped to give prevention
and health promotion advice to patients. There is clear evidence that practice nurses are increasingly being
used to provide prevention and health promotion and also to monitor symptomatic and asymptomatic
(but deemed at risk) patients. While patients seem to like this, there is little evidence of positive outcomes
or other patient benefit. There is little evidence to suggest that any lifestyle advice is recalled by patients,
let alone acted upon, which may contribute to lower levels of effectiveness.332 In addition, patients may
prefer alternative sources of information for such advice, such as magazines and television.332 Generally,
the evidence is only from short studies, with methodological problems, and benefits demonstrated were
only marginal. However, a recent international review of the literature on the role of primary care in
improving health literacy among patients suggests that there are effective measures that may help improve
people’s knowledge about health and contribute to improved health outcomes. Its authors conclude that:
group and individual interventions . . . in both primary health care and community settings may all be
useful in supporting sustained change in health literacy for change in behavioural risk factors. There
may be scope for some tailoring of the site and type of interventions depending [on the] risk factor.
p. 10474
The authors conclude that less-intense interventions may be as effective as more intensive ones but
caution that more research is needed on the specific intervention type. They note that different
interventions produced different results and that similar interventions produced different results depending
on the health issue being targeted. Similarly, different locations produced different results as did different
degrees of intensity of the intervention.
There is some evidence to suggest that short interventions are effective in general practice, particularly
where the GP has done these (e.g. smoking, alcohol, older people), although effects are very small.
However, concerns have also been raised about adding more and more advice interventions into the
limited consultation time. Making sufficient time available for health promotion and prevention remains a
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crucial issue. Limited consultation time is seen as a key problem restricting how health issues – such as
smoking and lifestyles – can be raised. In a review of the relationship between the GP consultation length,
process and outcomes, Wilson and Childs475 concluded that a consistent finding from studies was that GPs
with ‘longer than average consultation lengths prescribed less and were more likely to include lifestyle
advice and preventive activities’ (p. 1018).
Evidence on effectiveness of different approaches to service delivery
and organisation
We were able to identify a wide range of intervention processes that were of interest in terms of how
health improvement services are delivered and organised. However, the evidence is disparate and covers a
number of different topics. For example, brief interventions by GPs are effective in helping people stop
smoking. However, there are numerous concerns about the way smoking is raised in consultations by
GPs and it is not clear whether similar interventions by other practitioners are equally effective. Brief
interventions by GPs for other health issues have also been examined – such as with people with alcohol
problems – but there is less definitive evidence of their effectiveness. There is good evidence as well that
specialist stop smoking services are effective, but the evidence suggests that GPs are poor at making
referrals to such services.
Since the 1990s there has been a growth in the number of screening intervention programmes undertaken
in general practice. Since the introduction of the QOF there has been an increase in more systematic
approaches to screening for health risks for blood pressure, cholesterol, etc.65,93,330 Increasingly, emphasis
appears to be focused on these types of interventions with population screening by primary care
practitioners seen as important health improvement activities. The introduction of NHS health checks,
chlamydia screening, recent proposals for exercise screening, and extending health checks to include other
screening questions appear to be promoting more systematised approaches to care. Such moves are not
without controversy464,476 both in terms of whether or not the evidence supports the benefits of these
interventions but also in terms of changing the way primary care practitioners practice.477,478
The focus of attention is mainly on individual prevention approaches, with practices engaging in both
primary and secondary prevention. Health improvement activity in general practice also tends to be
focused on medical conditions related to specific disease prevention such as diabetes or CHD. There is
substantial evidence to suggest that GP activity is driven by specific contractual incentives and conditions.
However, the wider literature also suggests that general practice is also affected by other factors such as
peer pressure, relationships with public health departments, education and training.18 While direct
incentives such as contracted standards or the QOF do influence practice, there is some debate about
whether or not GPs simply react to maximise their income and do not prioritise activities on those most in
need. The evidence from studies examining the impact of the QOF suggests that the QOF has led to an
improvement in intermediate health outcomes for some conditions (such as diabetes), although the results
are mixed for others such as CHD, and improvements may be more reflective of general improvement
trends rather than a result of the introduction of financial incentives.
The evidence supporting interventions with patients was generally poor and few discussed how
interventions were delivered. Interventions aimed at changing lifestyle factors in patients who are
asymptomatic have little success, as the impact is short-term. One problem is that studies tend to be short
in duration and rely on self-reported behaviour change. There also appears to have been little shift from
the position described by Lawlor et al.,79 who argued that GPs do not adopt a population approach, as
they focus on high-risk patients and adopt a predominantly medical approach. They also argued that GPs
felt that giving lifestyle advice interfered with the doctor–patient relationship. However, it is clear that
many GPs see health promotion as an integral part of practice, whether as individual approaches to
primary or secondary health improvement or as a practice approach to improving the health of their
patients. Attention needs to be paid to the context and approaches to health improvement in general
practice to improve both the delivery and uptake of interventions.221
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There is little evidence to show that GPs undertake wider public health roles in terms of population
surveillance beyond contractually defined screening and monitoring. Given that these do not target major
areas of health concern (such as mental health and oral health), these are areas which receive less
attention despite the enormous potential of general practice to play a leading preventative role in these
areas. While there is good evidence, for example, that GPs address eye health for people with diabetes,
less is known about their wider role in screening for eye problems. It is important that GPs link mental and
physical health issues, as people with mental health problems, particularly severe mental illness, are at
increased risk of a number of physical health problems.335
Generally there was little substantial evidence to make general conclusions about the cost-effectiveness of
health improvement interventions in general practice. The evidence is often poor and very mixed. More
research is needed on the economic effectiveness of primary care interventions for health improvement.
The role of primary health care in public health
There is no doubt that general practice and the wider primary care team play an important role in the delivery
of health improvement interventions with local populations. Reviews that have examined the relationship
between primary care and public health support a clear, common core of shared principles.1,23,24 Our review has
demonstrated that general practice and those that work in, or with, general practice undertake many key
public health functions. While the relationship between primary health care and public health has long been
recognised, systems of primary care in different countries do not necessarily fulfil all the elements of primary
health care as reflected in the Alma Ata declaration.46 Concerns about the nature of UK general practice have
been identified for some years.46,48
General practice fulfils many of the key elements of primary health care. However, this review has identified
that much prevention activity is undertaken in general practice itself by primary care practitioners. Other
activities that are clearly associated with the principles of primary care are delivered by other professionals
or workers either in general practice or in other locations, including homes, the community, pharmacies
and schools. This suggests that, in developing public health practice and policy in this area, consideration
needs to be given to a wider concept of primary care. Policies in the Public Health White Paper37 and also in
many guidance documents tend to focus on the role of the general practice. We would argue that this is too
narrow a focus.
This review supports the role of primary care professionals as having an important public health function.
GPs have always viewed prevention and health promotion as a core part of their role. In a survey of GPs in
one English region in 1990, a large majority of respondents claimed to discuss health-related topics with
their patients when indicated. However, fewer made specific efforts to discuss smoking habits (64%),
alcohol intake (26%), diet (12%) or exercise (11%) as a matter of routine with all their adult patients.479
Most GPs said they usually offered simple advice, leaflets or other aids when they had identified a
problem, but few said they would refer these patients to the practice nurse. However, at that time few
GPs undertook systematic screening for risk factors and lifestyle advice for all patients. The introduction
of the 1990 contract with specific health promotion banding payments and the introduction of guidelines
on screening, the QOF and now Public Health Guidance from NICE has pushed practices towards more
systematic prevention and health promotion interventions.
With 30 million patient contacts a year and registered practice populations, it is clear that general practice
provides an important location for health improvement initiatives. More importantly, as services such as
welfare advice demonstrate, practices provide a location for other services that can also have an impact on
health. Conversely, there is good evidence to show that some interventions are best delivered outside the
practice. Yet general practice does, along with many other locations, provide opportunities to promote
health. There has been criticism of the increasing individual and specific disease focus that is driven by
measures such as the QOF and clinical guidelines. In particular, there is concern that practices serving more
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deprived communities are disadvantaged by such systems but also that many of the primary focuses of policy
and practice guidelines – such as smoking, weight loss and cholesterol measurement – do not address wider
underlying problems faced by patients, whether health problems, such as alcoholism, or wider socioeconomic
issues.480 Reporting on the experiences of the Scottish Deep End project, Norbury et al. argue that:
practices in severely deprived areas can improve patient’s health and narrow health inequalities [only]
by increasing the volume and quality of the care . . . but . . . lack time in consultations to address the
multiple morbidity, social complexity and reduced expectations that are typical of patients living in
severe socio-economic deprivation.
p. 3481
The way public health is conceptualised in general practice currently tends to focus on specific interventions
by specific professionals. Changes in the way that general practice and its relationship with patients is
conceptualised has important implications for much health improvement activity. Marteau and Kinmonth482
have questioned the top-down public health approach to issues such as screening and lifestyle advice, arguing
for a more nuanced approach to working with patients, and Getz et al.483 have questioned the ethical basis of
opportunistic prevention in practice. Drawing on these kinds of criticisms of health improvement has led to the
development of different ways of conceptualising the role of general practice in public health. Watson15 has
argued that the practice should not be seen as just a location for public health, and develops proposals for a
health-promoting practice. We suggest that this concept be taken one step further, with the practice being
seen as a setting for public health. To view general practice as a setting requires a focus on key central concepts
that involve the desire to act on policies, reshape environments, build partnerships, and develop empowerment
and ownership as well as developing personal competencies.106,107 In public health the concept of settings has
been used successfully in relation to schools and work places, for example. In developing the practice as a
setting, the focus is not on what practitioners can provide as interventions but examines what kinds of
interactions can be undertaken with those who work in, work with and use the practice. Attention would then
be paid to what should be delivered in the practice (and by whom) and if there are circumstances where the
practice may simply direct people to other services.
In the international nursing field the concept of ‘positive practice environments’484,485 has been developed
to enable nursing, frequently undertaken in under-resourced communities internationally, to be delivered
in settings that support good human resource practice and empower the staff to develop positive attitudes
and change their own behaviour. The concept could be considered and applied to primary care settings in
England. Key to developing such an approach will be to strengthen relationships within the primary
health-care team – especially with health visitors and other public health-oriented staff. Whether or not
the development of public health within LAs can support such developments is not yet clear and this is an
area that HWBs are unlikely to prioritise. Similarly, the new CCGs are not focused on health improvement
issues in the short term given the scale of other commissioning priorities that need to be addressed.334
It is important that GPs and the wider primary health-care team stay involved in public health, and to
encourage an even greater level of participation. However, as discussed in Chapter 7, we are concerned by
several aspects of the government’s proposals and the impact this could have on the public health role of
general practice and the wider primary health-care team’s involvement in health improvement activities.
These include the breaking down of relationships between public health and general practice, which are
already fairly tenuous in many places, and the need to support improved education and training for
staff – especially for newly developing roles such as health-care practitioners, who undertake a substantial
amount of routine screening and monitoring work in practices.
The new NHS organisation and structure in England presents a number of challenges to the provision of
public health by general practice and the broader primary health-care team. Up until April 2013, PCTs held
contracts with primary and community care services and provided public health services and advice. From
April 2013, commissioning responsibilities that affect public health services are split between CCGs,
the NHS Commissioning Board and LAs.
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The issue of clarifying who is a primary care provider and who is responsible for providing public health
services, needs to be established as the new commissioning structure for public health is established. For
example, school nurses and pharmacists appear in the ‘primary care and public health’ literature and carry
out vital public health services, but they did not feature in the public health White Paper37 at all. Traditional
services may also have to compete with other public-health service providers, in line with the ‘any willing
provider’ policy, to continue to provide public health services. For example, currently NHS Health Checks
are provided mainly by general practice but also by pharmacists in community pharmacies. Since April
2013, LAs can commission other organisations to undertake health checks, raising issues of continuity of
care. This issue is further complicated by the fact that much of the public health commissioning is at the
local level, by LAs and GP consortia. The lack of any consensus on who should be providing services may
mean local variation in the future roles of school nurses, community pharmacists and other practitioners
who have been providing public health services.
The proposed changes to the QOF to increase the public health focus will affect almost all GPs. The White
Paper on Public Health37 states that by 2013 15% of the QOF will be dedicated to evidence-based public health
and primary prevention indicators. There are currently just two indicators in the QOF that are categorised as
‘primary prevention’, both related to patients who have been diagnosed with hypertension, and there are six
recommended indicators that are categorised as ‘public health’, which are related to obesity and exercise
promotion. It is not clear how the increase in primary care and public health indicators will happen and the
extent to which primary care practitioners will be involved in developing the indicators. If new indicators are
developed, where along the spectrum of a chronic disease will they target their effect?
Another consideration for the QOF public health indicator development is how the indicators will take into
account the way public health research priorities have changed over time. Obviously the evidence base
should be as current as possible, but, if the indicators just reflect the most recent research trends, they
will probably encompass a different set of diseases and types of interventions from if they took a more
long-term approach to the evidence. This question applies not just to the QOF, but also to the new proposed
public health outcomes framework, which will reward LAs for meeting local public health targets.37
In Healthy Lives, Healthy People,37 the government acknowledged the need for more research on public
health practice. One key development has been the establishment of a new NIHR School for Public
Health Research. This new school needs to invest in research that examines the question of the role of
public health research in relation to general practice. As we saw in our research, there are some health
intervention studies that could apply to general practice and are not carried out in a general practice
setting, and there are many general practice studies that are not focused on actual intervention delivery.
We found very little research that addressed the context of delivery and organisation in general practice.
However, it is often very difficult to actually set research in general practice, when GPs and practice nurses
have limited time for treating patients. Infrastructure and research support needs to be given to general
practice, and public health research needs to be prioritised to ensure any guidance is context relevant and
likely to produce real health gains. It is also necessary to develop a system that allows GPs, practice nurses
and other primary care practitioners to be involved in more research in their natural setting, which may
help to improve the quality of research on public health interventions in general practice. The concept of
positive practice environments may be worth considering as a way of promoting settings for public health
interventions, although the evidence for this is largely based on international health-care systems.485
Conclusion
This review provides a broad overview of the literature on UK health improvement practices in general
practice and by the broader primary health-care team associated with the practice. We also included some
aspects of school- and pharmacy-based interventions. The aim of the review was not to systematically
review all the evidence on health improvement interventions but rather to identify the nature and extent
of the evidence on the delivery and organisation of the health interventions. As expected in our original
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research proposal, we found that the evidence was mixed in terms of detail and methodological quality,
and that identifying sufficient information about the context and organisation of the delivery of health
improvement interventions was very limited. Given this, undertaking any systematic approach to even a
narrative evidence synthesis was not possible.
In the review we have therefore highlighted some key areas where there are evidence strengths and
specific shortcomings in the evidence. While it was foreseen at the start of this process, it is clear that
further scoping work and specific research is required to fully understand the health improvement role of
general practice and identify effective approaches to the delivery and organisation of health improvement
in general practice/primary care settings and by primary care practitioners.
Our key conclusion is that there is currently insufficient evidence to strongly support many of the health
improvement interventions undertaken in general practice and primary care more widely. This is not to
conclude that there are no interventions that provide population health improvements; brief interventions
for stopping smoking are a good example. There is, however, some evidence to support specific
interventions being undertaken with some patient groups and in some locations. Further research is
needed to strengthen these areas to provide more supportive and clear evidence.
What was the range and type of health improvement activity undertaken in
general practice?
The range and type of activities undertaken in general practice or by primary health-care practitioners
is diverse. However, there are areas where, because of national policies and incentives for practice, more
activity takes place. Areas incentivised by the QOF have become increasingly researched in the last few
years, stimulating a growth in the number of studies but increasingly focused on clinical, individual risk
factors or diseases. The studies also tend to examine only a single parameter such as the QOF incentive
rather than the broader context of the delivery of interventions such as who undertakes the work. The
review also suggests that research is focused on a limited number of health behaviours and conditions
seen as clinically important.
While our approach to searching the literature limited the range and type of evidence, we are confident
that our eventual pool of papers provided a good reflection of the wider literature. Although we did not
specifically look for literature that examined community-based initiatives and interventions, there is a clear
indication from the literature that health improvement undertaken in or by general practice is focused on
the individual rather than involving local communities. Finally, the recent reorganisation of public health
services in England creates a number of key challenges for supporting and delivering health improvement
in general practice.
What evidence was there on effective approaches to the delivery and
organisation of health improvement interventions in general
practice settings?
Overall, we found that the evidence base is very limited. There is insufficient good-quality evidence to
draw clear conclusions about many areas of health improvement practice in general practice. There is an
urgent need to develop this further and to undertake better-quality and more relevant research studies
that examine the way interventions are delivered and organised to support continuing developments in
health promotion and prevention that are being prioritised in policy and practice.
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Implications for policy and practice
Policy
l If more emphasis is to be placed on the role of general practice in public health, more consideration
will need to be given to how to provide support for research within primary care and by primary
care practitioners.
l National policy tends to focus on key clinical issues, and interventions supported by incentives have
tended to focus on individuals (e.g. the QOF). This can result in a skewing of activity, and consideration
needs to be given to supporting alternative incentive structures.
l Policy tends to focus on the narrow clinical role of general practice. This may result in a narrow range
of activity, and local public health organisations and LAs more generally should consider how they
support a wider concept of primary care.
l Current changes in commissioning and the delivery of public health services may lead to less
engagement with general practice on public health issues. Without clear guidelines and processes,
gaps in communication and action may develop between LAs and general practice. Local authority
public health staff need to be aware of the importance of maintaining close contact with GPs and
other primary care staff.
l Educational providers and commissioners need to consider professional development frameworks for
primary care practitioners and consider what aspects of the public health skills framework should be
incorporated in core curricula.
Practice
l Local agencies responsible for public health need to be aware of the risks posed to service provision in
primary care-based public health providers (midwives, school nurses, health visitors, etc.) by the new
commissioning arrangement. Attention needs to be given to developing appropriate support structures.
l NHS England, LAs and CCGs may need to consider how existing health improvement activities that
have been funded through GMS, Personal Medical Services and other local contractual arrangements
can be continued and how local variations in funding and service delivery can be incorporated into the
new systems and structures.
l In the past, developments in health improvement in general practice have benefited from local
negotiation and relationships with the public health department in the PCT. Concerns have been
raised about the ongoing links between public health and general practice following the transfer of
public health professionals to LAs, and maintaining and developing these links must be a key priority
for public health services and CCGs.
What gaps were there in the evidence base?
The findings of this review suggest that there is not just a lack of evidence for effectiveness (e.g.
obesity/exercise promotion) from existing research, or even just a lack of research. There is also a problem
in that much literature has a medicocentric focus. While there is a lot of research on the views of
professionals, few studies examine lack of evidence within the existing literature about issues such as
professional roles and, where this is examined, the research tends to focus on their clinical role.
Even in the best-researched areas relating to secondary prevention (e.g. CVD, diabetes) there are very
few studies of economic effectiveness. There is also a lack of research that examines the costs/benefits in
terms of health outcomes of primary preventative interventions tackling anything other than unhealthy
behaviours, for example the impact of welfare benefits advice in general practice. Similarly, there is little
research on the effectiveness of different approaches to shared decision-making or costs/benefits in
different clinical domains. There is insufficient evidence that compares different ways of organising and
delivering health improvement in general practice and primary care. Research needs to explore whether
different models of interventions, different professionals or different locations are more or less effective
than others.
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There needs to be more research that examines contextual issues relating to the patient and to local context.
The impact of wider socioeconomic and cultural factors may be of particular importance in determining
effective interventions with some patients and populations. There is a clear gap in the research related to
some neglected population groups including, for example, teenagers, young/middle-aged men and black
and ethnic minority groups.
What are the priority areas for future research?
Research on health improvement in primary care needs to move beyond clinical research to include delivery
systems, and here there is an overriding imperative for such research to be conducted in a primary care
context to ensure that research is relevant and hence more likely to be transferred to practice. One
important driver for primary care physician involvement in research is the need to improve quality of
care.486 More needs to be done to support the development of research within and by primary care.
Currently the major areas of research tend to be driven by clinical interest and be associated with specific
disease groups. There needs to be more discussion about the type and range of disease burdens in primary
care – perhaps moving away from areas such as CVD, where rates are declining, to other areas. Attention
needs to shift to examining areas such as other chronic disease burdens: mental health of young people,
cancer, dementia and other disabilities of old age.
The type of research needs to change. We found substantial numbers of cross-sectional studies examining
patient and professional views but less research that examined what was being done and how. Currently
there is little substantive research that examines whole areas of health improvement. Studies tend to be
grouped around specific aspects of diseases such as identifying risk factors or provision of information.
Further reviews could be commissioned that examine the whole prevention pathway for health problems
that are managed within primary care drawing together research from general practice, pharmacy,
community engagement, etc., to provide a rich, in-depth picture and analysis of the role of primary care
in prevention. In some areas this would involve primary research informed by initial reviews. For example,
while for stopping smoking it is possible to provide good evidence about the relative roles of general
practice and specialist interventions and also about the intensity and delivery of services – including
cost-effectiveness – there are few other areas where this is possible. Thus studies would examine
interventions in a specific condition (e.g. cancer), for a population group (e.g. older people) or an
intervention type (e.g. welfare advice).
Key recommendations for future research
l More research needs to be developed that adequately reflects both the context of primary care and
other settings where health improvement interventions are undertaken.
l Research is needed that compares different methods of delivery and organisation, for example
comparing different locations as well as different delivery methods in order to determine the
effectiveness of not just the specific intervention, but also how it is delivered.
l More research is required about the specific roles of professionals in primary care. Current studies tend
to focus on the views of practitioners rather than their actions.
l There is an urgent need for cost-effectiveness studies and research on the wider costs and benefits of
health improvement activities in general practice and primary care.
l More comparative research is required that explores whether different models of interventions,
different professionals, or different locations are more or less effective than others.
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l Research is needed that examines ‘neglected population groups’ including, for example, teenagers,
young/middle-aged men, and black and ethnic minority groups.
l Further reviews should be commissioned that examine the whole prevention pathway for health
problems that are managed within primary care, drawing together research from general practice,
pharmacy, community engagement, etc.
l Where relevant, consideration should be given to commissioning primary research (informed by these
initial reviews).
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Appendix 1 Literature search
Ovid MEDLINE
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://ovidsp.ovid.com
Search strategy
1. family practice/ (58,510)
2. primary health care/ (46,024)
3. physicians, family/ (14,183)
4. physicians, primary care/ (336)
5. nursing staff/ (15,236)
6. community health aides/ (2652)
7. primary care nursing/ (21)
8. community health nursing/ (17,648)
9. ((primary or community) adj1 (care or health*)).ti,ab. (80,838)
10. ((general or family) adj1 (practice* or practitioner*)).ti,ab. (59,896)
11. (gp adj1 (service* or practice* or clinic or clinics)).ti,ab. (751)
12. ((practice or communit*) adj2 nurs*).ti,ab. (21,784)
13. health visitor*.ti,ab. (2059)
14. family practice.jw. (13,511)
15. (primary adj1 (care or health*)).jw. (5642)
16. (general adj1 (practice or practitioner*)).jw. (10,182)
17. or/1-16 (236,313)
18. exp Public Health/ (4,819,124)
19. social medicine/ (3577)
20. public health administration/ (13,831)
21. exp Health education/ (124,022)
22. health educators/ (154)
23. exp Preventive health services/ (378,490)
24. Preventive Medicine/ (10,288)
25. exp Health promotion/ (44,345)
26. public health*.ti,ab. (98,434)
27. ((primary or secondary or tertiary or primordial) adj1 prevent*).ti,ab. (19,980)
28. ((disease* or ill*) adj3 (reduc* or prevent*)).ti,ab. (52,929)
29. ((health* or intervention*) adj2 (promot* or improve* or educat* or protect* or program*)).ti,ab.
(103,386)
30. (prevent* adj2 (medicine or activi* or program*)).ti,ab. (25,787)
31. (determin* adj2 (health* or disease*)).ti,ab. (11,074)
32. education.jw. (52,717)
33. public health.jw. (81,262)
34. social.jw. (50,276)
35. prevent*.jw. (37,674)
36. community.jw. (27,019)
37. or/18-36 (5,111,715)
38. exp Great Britain/ (269,793)
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39. (uk or united kingdom or britain or gb or gbr or british isles).ti,ab. (85,033)
40. (england or scotland or wales or ireland).ti,ab. (66,339)
41. (national health service or nhs).ti,ab. (18,799)
42. or/38-41 (353,245)
43. (addresses or autobiography or bibliography or biography or dictionary or directory or editorial or
government publications or interactive tutorial or interview or lectures or legal cases or legislation or
letter or news or newspaper article or patient education handout or periodical index or portraits or
video audio media or webcasts).pt. (1,381,680)
44. 17 and 37 and 42 (20,031)
45. 44 not 43 (18,756)
46. limit 45 to (english language and yr=“1990 - 2010”) (14,819)
Ovid MEDLINE
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://ovidsp.ovid.com
Search strategy
1. family practice/ (58,510)
2. primary health care/ (46,024)
3. physicians, family/ (14,183)
4. physicians, primary care/ (336)
5. nursing staff/ (15,236)
6. community health aides/ (2652)
7. primary care nursing/ (21)
8. community health nursing/ (17,648)
9. ((primary or community) adj1 (care or health*)).ti,ab. (80,838)
10. ((general or family) adj1 (practice* or practitioner*)).ti,ab. (59,896)
11. (gp adj1 (service* or practice* or clinic or clinics)).ti,ab. (751)
12. ((practice or communit*) adj2 nurs*).ti,ab. (21,784)
13. health visitor*.ti,ab. (2059)
14. family practice.jw. (13,511)
15. (primary adj1 (care or health*)).jw. (5642)
16. (general adj1 (practice or practitioner*)).jw. (10,182)
17. or/1-16 (236,313)
18. exp Great Britain/ (269,793)
19. (uk or united kingdom or britain or gb or gbr or british isles).ti,ab. (85,033)
20. (england or scotland or wales or ireland).ti,ab. (66,339)
21. (national health service or nhs).ti,ab. (18,799)
22. or/18-21 (353,245)
23. Preventive Medicine/ (10,288)
24. exp immunization programs/ (7578)
25. exp primary prevention/ (101,686)
26. ((disease* or ill*) adj3 (reduc* or prevent*)).ti,ab. (52,929)
27. (prevent* adj2 (medicine or activi* or program*)).ti,ab. (25,787)
28. (immuni?at* or vaccin*).mp. (293,373)
29. ((primary or secondary) adj1 prevent*).ti,ab. (19,558)
30. prevent*.jw. (37,674)
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31. or/23-30 (426,949)
32. (health* adj3 improve*).ti,ab. (22,492)
33. (better health or positive health).mp. (3805)
34. 32 or 33 (25,980)
35. exp Health Promotion/ (44,345)
36. health education/ or exp consumer health information/ or patient education as topic/ or sex
education/ (118,647)
37. health educators/ (154)
38. ((health* or intervention*) adj2 (promot* or educat* or program*)).ti,ab. (78,946)
39. or/35-38 (206,242)
40. (addresses or autobiography or bibliography or biography or dictionary or directory or editorial or
government publications or interactive tutorial or interview or lectures or legal cases or legislation or
letter or news or newspaper article or patient education handout or periodical index or portraits or
video audio media or webcasts).pt. (1,381,680)
41. 17 and 22 and 31 (1403)
42. 17 and 22 and 34 (497)
43. 17 and 22 and 39 (2539)
44. 41 not 40 (1309)
45. 42 not 40 (489)
46. 43 not 40 (2376)
47. limit 44 to (english language and yr=“1990 - 2010”) (961)
48. limit 45 to (english language and yr=“1990 - 2010”) (424)
49. limit 46 to (english language and yr=“1990 - 2010”) (1937)
50. or 48 or 49 (2966)
Ovid EMBASE
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://ovidsp.ovid.com
Search strategy
1. ((primary or community) adj1 (care or health*)).ti,ab. (95,085)
2. ((general or family) adj1 (practice* or practitioner*)).ti,ab. (71,206)
3. (gp adj1 (service* or practice* or clinic or clinics)).ti,ab. (1118)
4. ((practice or communit*) adj2 nurs*).ti,ab. (22,387)
5. health visitor*.ti,ab. (2100)
6. exp primary health care/ (83,783)
7. general practice/ (60,846)
8. general practitioner/ (45,161)
9. family medicine/ (5750)
10. community health nursing/ (24,379)
11. health auxiliary/ (2090)
12. community care/ or community based rehabilitation/ (42,397)
13. family nurse practitioner/ (24)
14. family nursing/ (700)
15. family practice.jx. (16,273)
16. (primary adj1 (care or health*)).jx. (10,666)
17. (general adj1 (practice or practitioner*)).jx. (11,719)
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18. or/1-17 (318,809)
19. (uk or united kingdom or britain or gb or gbr or british isles).ti,ab. (139,643)
20. (england or scotland or wales or ireland).ti,ab. (158,606)
21. (national health service or nhs).ti,ab. (23,656)
22. United Kingdom/ (269,248)
23. or/19-22 (478,485)
24. (health* adj3 improve*).ti,ab. (26,276)
25. (better health or positive health).mp. (4383)
26. 24 or 25 (30,304)
27. ((health* or intervention*) adj2 (promot* or educat* or program*)).ti,ab. (88,594)
28. exp health education/ (193,925)
29. exp health educator/ (626)
30. or/27-29 (245,887)
31. ((disease* or ill*) adj3 (reduc* or prevent*)).ti,ab. (62,343)
32. (prevent* adj2 (medicine or activi* or program*)).ti,ab. (30,546)
33. (immuni?at* or vaccin*).mp. (339,927)
34. ((primary or secondary) adj1 prevent*).ti,ab. (26,470)
35. prevent*.jw. (46,037)
36. preventive medicine/ (18,969)
37. preventive health service/ (17,788)
38. primary prevention/ (20,472)
39. or/31-38 (517,885)
40. (book or editorial or erratum or letter or note or patent or press or release).pt. (1,696,203)
41. 18 and 23 and 26 (683)
42. 18 and 23 and 30 (3377)
43. 18 and 23 and 39 (2032)
44. 41 not 40 (668)
45. 42 not 40 (2978)
46. 43 not 40 (1815)
47. limit 44 to (english language and yr=“1990 - 2010”) (596)
48. limit 45 to (english language and yr=“1990 - 2010”) (2537)
49. limit 46 to (english language and yr=“1990 - 2010”) (1384)
50. 47 or 48 or 49 (4049)
Ovid Global Health
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://ovidsp.ovid.com
Search strategy
1. (uk or united kingdom or britain or gb or gbr or british isles).ti,ab. (38,414)
2. (england or scotland or wales or ireland).ti,ab. (26,826)
3. (national health service or nhs).ti,ab. (2363)
4. british isles/ or exp uk/ (69,092)
5. or/1-4 (84,298)
6. (health* adj3 improve*).ti,ab. (7936)
7. (better health or positive health).mp. [mp=abstract, title, original title, broad terms, heading
words] (1339)
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8. 6 or 7 (9153)
9. ((health* or intervention*) adj2 (promot* or educat* or program*)).ti,ab. (28,920)
10. health promotion/ (9305)
11. health education/ (9826)
12. patient education/ (102)
13. sex education/ (390)
14. nutrition education.sh. (5191)
15. or/9-14 (42,134)
16. ((disease* or ill*) adj3 (reduc* or prevent*)).ti,ab. (19,963)
17. (prevent* adj2 (medicine or activi* or program*)).ti,ab. (8225)
18. (immuni?at* or vaccin*).mp. [mp=abstract, title, original title, broad terms, heading words] (108,948)
19. ((primary or secondary) adj1 prevent*).ti,ab. (3531)
20. prevent*.jw. (16,556)
21. preventive medicine/ (1504)
22. prevention/ or disease prevention/ (56,750)
23. immunization programmes/ (2314)
24. or/16-23 (187,194)
25. ((primary or community) adj1 (care or health*)).ti,ab. (15,546)
26. ((general or family) adj1 (practice* or practitioner*)).ti,ab. (8057)
27. (gp adj1 (service* or practice* or clinic or clinics)).ti,ab. (176)
28. ((practice or communit*) adj2 nurs*).ti,ab. (659)
29. health visitor*.ti,ab. (1022)
30. family practice.jw. (650)
31. (primary adj1 (care or health*)).jw. (300)
32. (general adj1 (practice or practitioner*)).jw. (317)
33. general practitioners/ (3689)
34. primary health care/ (4167)
35. community health services/ or community health/ (3954)
36. or/25-35 (26,626)
37. (annual report or annual report section or book or book chapter or bulletin or bulletin article or
correspondence or editorial or patent or standard).pt. (119,097)
38. 5 and 8 and 36 (170)
39. 5 and 15 and 36 (572)
40. 5 and 24 and 36 (994)
41. 38 not 37 (133)
42. 39 not 37 (466)
43. 40 not 37 (800)
44. limit 41 to (english language and yr=“1990 - 2010”) (81)
45. limit 42 to (english language and yr=“1990 - 2010”) (268)
46. limit 43 to (english language and yr=“1990 - 2010”) (424)
47. 44 or 45 or 46 (677)
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EBSCOhost Cumulative Index to Nursing and Allied Health
Literature Plus
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://www.ebscohost.com/
Search strategy
S1 (MH “United Kingdom+”) (204,333)
S2 (TI uk) or (TI united kingdom) or (TI britain) or (TI gb) or (TI gbr) or (TI british isles) (10,823)
S3 (AB uk) or (AB united kingdom) or (AB britain) or (AB gb) or (AB gbr) or (AB british isles) (20,559)
S4 (TI england) or (TI scotland) or (TI wales) or (TI ireland) (8810)
S5 (AB england) or (AB scotland) or (AB wales) or (AB ireland) (13,884)
S6 (TI nhs) or (AB nhs) or (TI national health service) or (AB national health service) (16,215)
S7 S1 or S2 or S3 or S4 or S5 or S6 (222,806)
S8 health* N3 improve* (11,982)
S9 better health or positive health (2071)
S10 S8 or S9 (13,888)
S11 (MH “Preventive Health Care+”) (138,501)
S12 (disease* N3 reduc*) or (disease* N3 prevent*) or (ill* N3 reduc*) or (ill* N3 prevent*) (52,686)
S13 (prevent* N2 medicine) or (prevent* N2 activi*) or (prevent* N2 program*) (9007)
S14 immuni?at* or vaccin* (33,410)
S15 (primary N1 prevent*) or (secondary N1 prevent*) (5486)
S16 SO prevent* (11,849)
S17 S11 or S12 or S13 or S14 or S15 or S16 (217,356)
S18 (MH “Health Promotion+”) (28,038)
S19 (MH “Health Education+”) (75,766)
S20 (MH “Health Educators+”) (2258)
S21 (health* N2 promot*) or (health* N2 educat*) or (health* N2 program*) or (intervention*
N2 promot*) or (intervention* N2 educat*) or (intervention* N2 program*) (120,081)
APPENDIX 1
NIHR Journals Library www.journalslibrary.nihr.ac.uk
126
S22 S18 or S19 or S20 or S21 (173,310)
S23 (MH “Family Practice”) (13,315)
S24 (MH “Primary Health Care”) (27,954)
S25 (MH “Physicians, Family”) (8543)
S26 (MH “Community Health Nursing”) OR (MH “Family Nursing”) (22,009)
S27 (MH “Community Health Services+”) (23,1870)
S28 (MH “Community Health Workers”) (712)
S29 (primary N1 care) or (primary N1 health*) or (community N1 care) or (community N1 health*)
(91,150)
S30 (general n1 practice*) or (general N1 practitioner*) or (family N1 practice*) or (family N1
practitioner*) (24,448)
S31 (gp N1 service*) or (gp N1 practice*) or (gp N1 clinic) or (gp N1 clinics) (568)
S32 (practice N2 nurs*) or (communit* N2 nurs*) (78,933)
S33 health visitor* (2867)
S34 SO “family practice” (3309)
S35 (SO primary N1 care) or (SO primary N1 health*) (15,809)
S36 (SO general N1 practice) or (SO general N1 practitioner*) (5684)
S37 S23 or S24 or S25 or S26 or S27 or S28 or S29 or S30 or S31 or S32 or S33 or S34 or S35 or
S36 (353,441)
S38 Limiters - Publication Type: Accration, Advice and Referral Website, Algorithm, Anecdote,
Audiovisual, Biography, Book, Book Chapter, Book Review, Care Plan, Cartoon, Chat Groups,
Classification Term, Commentary, Commercial Website, Computer Program, Consumer/Patient
Teaching Materials, Critical Path, Diagnostic Images, Directories, orial, Equations & Formulas, Exam
Questions, Forms, Games, Glossary, Individual Testimonial Website, Information Website, Interview,
Legal Cases, Letter, Listservs, Nurse Practice Acts, Obituary, Pamphlet, Pamphlet Chapter, Pictorial,
Poetry, Questionnaire/Scale, Questions and Answers, Quick Lesson, Software, Standards, Teaching
Materials, Tracings, Website (1,063,759)
S39 S7 and S17 and S37 (11,000)
S40 S7 and S10 and S37 (651)
S41 S7 and S22 and S37 (12,935)
S42 S39 not S38 (7988)
S43 S40 not S38 (551)
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S44 S41 not S38 (9200)
S45 S42 Limiters - Published Date from: 19900101-20101231; Language: English (7169)
S46 S43 Limiters - Published Date from: 19900101-20101231; Language: English (515)
S47 S44 Limiters - Published Date from: 19900101-20101231; Language: English (8278)
S48 S45 or S46 or S47 (12,037)
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Appendix 2 Search results by database
Notes on derivation of search strategies
l Alcohol and drug addiction strategy derived from the Cochrane Drugs & Alcohol Review Group
strategy.487
l Brief intervention strategy derived from NICE Guideline PH1: Brief Interventions and Referral for
Smoking Cessation.488
l Exercise therapy strategy derived from NICE Guideline PH17: Promoting Physical Activity for Children
and Young People.489
l Immunisation strategy derived from NICE Guidance PH21: Reducing Differences in the Uptake of
Immunizations.490
l Tobacco cessation strategy derived from NICE Guideline PH1: Brief Interventions and Referral for
Smoking Cessation.488
Ovid MEDLINE
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://ovidsp.ovid.com
Search strategy
1. family practice/ (58,098)
2. primary health care/ (45,828)
3. physicians, family/ (14,165)
4. physicians, primary care/ (314)
5. nursing staff/ (15,203)
6. community health aides/ (2645)
7. primary care nursing/ (19)
8. community health nursing/ (17,628)
9. ((primary or community) adj1 (care or health*)).ti,ab. (80,350)
10. ((general or family) adj1 (practice* or practitioner*)).ti,ab. (59,496)
11. (gp adj1 (service* or practice* or clinic or clinics)).ti,ab. (750)
12. ((practice or communit*) adj2 nurs*).ti,ab. (21,712)
13. health visitor*.ti,ab. (2046)
14. family practice.jw. (13,507)
15. (primary adj1 (care or health*)).jw. (5628)
16. (general adj1 (practice or practitioner*)).jw. (10,075)
17. or/1-16 (235,033)
18. exp Great Britain/ (266,950)
19. (uk or united kingdom or britain or gb or gbr or british isles).ti,ab. (84,527)
20. (england or scotland or wales or ireland).ti,ab. (65,572)
21. (national health service or nhs).ti,ab. (18,692)
22. or/18-21 (349,558)
23. chewing tobacco.mp. (363)
24. (pipe adj2 smok*).mp. (293)
25. (cigar* or bidi* or kretek or paan or gutka or snuff or snus or betel).mp. (57,271)
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26. “Tobacco Use Disorder”/ (6764)
27. exp Tobacco/ (22,296)
28. Smoking/pc, th [Prevention & Control, Therapy] (14,103)
29. (quit* or stop* or giv* or ceas* or cessation or withdrawal).mp. (956,662)
30. or/23-28 (89,104)
31. 30 and 29 (18,258)
32. smoking cessation.mp. (20,679)
33. exp “Tobacco Use Cessation”/ (17,199)
34. or/31-33 (28,451)
35. exp Substance-Related Disorders/ (329,817)
36. exp Drinking Behavior/ (50,178)
37. Psychoses, Substance-Induced/ (4149)
38. (overdos* or over-dos*).ti,ab. (12,763)
39. ((drug* or substance or alcohol*) adj3 (addict* or dependen* or abuse* or misuse or withdraw* or
intoxicat* or abstinen* or abstain*)).ti,ab. (83,050)
40. (alcohol* adj3 (consumption or drink*)).ti,ab. (31,550)
41. exp Amphetamines/ (30,917)
42. exp Anabolic Agents/ (11,388)
43. exp Anti-anxiety agents/ (54,092)
44. exp Antidepressive agents/ (111,358)
45. exp Barbiturates/ (48,896)
46. exp Benzodiazepines/ (55,262)
47. Cannabis/ (6240)
48. exp Cocaine/ (21,060)
49. Designer drugs/ (580)
50. exp Hallucinogens/ (20,116)
51. Heroin/ (4563)
52. Ketamine/ (8290)
53. exp Lysergic acid/ (4390)
54. exp Methadone/ (9513)
55. Opium/ (1712)
56. exp Street drugs/ (7689)
57. (alcohol or amphetamine* or angel dust or barbiturate* or cannabis or cocaine).ti,ab. (193,203)
58. (designer drug* or dexedrine or diet pill* or dissociative drug* or doping or dxm).ti,ab. (4177)
59. (ephedra or ephedrine or ecstasy or hallucinogen* or hash oil* or hashish or heroin).ti,ab. (16,983)
60. (illicit drug* or inhalant* or ketamine or lsd or lysergic-acid* or mescaline or Marihuana or
marijuana).ti,ab. (29,587)
61. (mda or mdma or methadone or methcathinone or methamphetamine* or Narcotics).ti,ab. (41,670)
62. (opioid* or opiate* or opium or oxycontin or oxycodone or percocet or phencyclidine).ti,ab. (67,355)
63. (poppers or pseudophedrine or psychotomimetic* or roofies or salvia divinorum or solvent*).ti,
ab. (72,729)
64. (stimulant* or steroid abuse or street-drug* or tranquili?er* or valium or vicodin).ti,ab. (20,813)
65. or/35-64 (885,117)
66. Motor Activity/ (65,534)
67. exp Exercise/ (57,752)
68. exp Exercise Therapy/ (24,179)
69. ((physical$ or motor$) adj2 (activit$ or exerc$ or fitness)).ti,ab. (65,520)
70. exercis$.ti,ab. (163,000)
71. (physical$ adj5 (fit$4 or activ$3 or endur$4)).ti,ab. (47,664)
72. (exercis$3 adj5 (fit$4 or activ$3 or endur$4)).ti,ab. (11,338)
73. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$) adj5
physical$ activit$).ti,ab. (7391)
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74. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$)
adj5 exercis$).ti,ab. (25,260)
75. ((self esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$ or body image$)
adj5 (physical activit$ or exercise$ or sport$)).ti,ab. (3633)
76. ((decreas$ or reduc$ or discourag$) adj5 sedentary).ti,ab. (535)
77. (pedomet* or step counter* or walk*).ti,ab. (53,593)
78. (bicycl* or bike* or cycling or riding or rides).ti,ab. (44,518)
79. ((active or activity) adj5 (transport$1 or transportation or journey$)).ti,ab. (18,426)
80. ((active or activity) adj5 travel$).ti,ab. (357)
81. (travel$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or route$ or pattern$1
or plan$1 or planning or rollerblad$ or skateboard$ or scooter$ or rollerskat$)).ti,ab. (1097)
82. ((transport$1 or transportation) adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1
or route$ or pattern$1 or plan$1 or planning or rollerblad$ or skateboard$ or scooter$ or
rollerskat$)).ti,ab. (9416)
83. (journey$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or rollerblad$ or
skateboard$ or scooter$ or rollerskat$ or route$ or pattern$1 or plan$1 or planning)).ti,ab. (97)
84. (commut$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or route$ or
pattern$1 or plan$1 or planning rollerblad$ or skateboard$ or scooter$ or rollerskat$)).ti,ab. (177)
85. (school$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or route$ or rollerblad$ or
skateboard$ or scooter$ or rollerskat$)).ti,ab. (439)
86. ((biking or cycle or cycling or bicycl$ or walk or walking or walks) adj1 route$).ti,ab. (55)
87. ((travel$ or transport or transports or transportation or commut$ or journey$) and physical$ activ$).
ti,ab. (944)
88. health club$1.ti,ab. (137)
89. (leisure adj5 (centre$1 or center$1 or facilit$)).ti,ab. (125)
90. (fitness adj5 (centre$1 or center$1 or facilit$)).ti,ab. (353)
91. parks.ti,ab. (1697)
92. (fitness club$1 or wellness centre$ or wellness center$).ti,ab. (164)
93. gym$1.ti,ab. (446)
94. (pitch or pitches).ti,ab. (8061)
95. swimming pool$.ti,ab. (1441)
96. gymnasia$1.ti,ab. (24)
97. health spa$1.ti,ab. (122)
98. Public Facilities/ (623)
99. swimming pools/ (1366)
100. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (swim$ or walk$ or running
or biking or bicycl$ or bike$ or cycling)).ti,ab. (13,630)
101. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (dance$1 or dancing or
aerobics)).ti,ab. (133)
102. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain) adj5 (sport$
or horse riding)).ti,ab. (1348)
103. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (football or rugby or netball
or cricket or hockey or rounders or athletic*)).ti,ab. (870)
104. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (rollerblading or rollerskating
or skating or skateboard$)).ti,ab. (86)
105. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (jump$1 or jumping)).ti,ab.
(1040)
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106. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (play$1 or playing or
playfulness)).ti,ab. (17,244)
107. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (games or tennis or
badminton or racquet sport$)).ti,ab. (440)
108. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (pilates or spinning or step$
class$)).ti,ab. (62)
109. physical education.ti,ab. (2248)
110. exp “Physical Education and Training”/ (12,385)
111. Dancing/ (1512)
112. exp Sports/ (93,804)
113. Recreation/ (4287)
114. “Play and Playthings”/ (6098)
115. or/66-114 (482,920)
116. exp Immunization/ (122,517)
117. exp Immunization Programs/ (7563)
118. (immuni$ not innate immunity).ti,ab. (178,208)
119. (vaccin$ not vaccinia).ti,ab. (166,796)
120. ((dtp or dtap or dpt) adj3 (vaccin$ or immuni$ or jab)).ti,ab. (1324)
121. ((diphtheria or tetanus or whooping cough or pertussis or polio* or hib) adj3 (vaccin$ or immuni$ or
jab)).ti,ab. (13,535)
122. exp Vaccines/ (152,174)
123. (mmr vaccin$ or pluserix or priorix or trimovax or triviraten berna or virivac).ti,ab. (868)
124. (hpv vaccin$ or papillomavirus).ti,ab. (19,380)
125. (anti-HBsAg or Engerix-B or Recombivax HB).ti,ab. (633)
126. ((bcg or (bacillus and calmette and guerin)) and vaccine).ti,ab. (3382)
127. or/116-126 (382,000)
128. exp Mass Screening/ (88,587)
129. (screening or screen).ti,ab. (300,285)
130. 128 or 129 (333,153)
131. (brief adj3 intervention*).ti,ab. (2621)
132. counsel?ing.ti,ab. (47,595)
133. ((minimal or minimum or low) adj5 (intervention* or intensity)).ti,ab. (17,234)
134. low-intensity.ti,ab. (7642)
135. advice.ti,ab. (25,098)
136. motivational.ti,ab. (9197)
137. opportunistic.ti,ab. (19,937)
138. (self-help or self help).ti,ab. (3824)
139. or/131-138 (120,933)
140. risk reduction behavior/ (5013)
141. Harm Reduction/ (1149)
142. ((risk* or harm*) adj3 reduc*).ti,ab. (67,235)
143. (safe* adj2 behavi*).ti,ab. (1245)
144. or/140-143 (72,079)
145. exp LIFESTYLE/ (54,934)
146. lifestyle$.ti,ab. (36,629)
147. (inactivit$ or sedentary).ti,ab. (19,205)
148. exp Health Behavior/ (80,447)
149. health behavior.ti,ab. (3105)
150. health behaviour.ti,ab. (1390)
151. exp OBESITY/ (114,045)
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152. Weight Gain/ (19,061)
153. Weight Loss/ (19,276)
154. (weight adj3 (gain or loss or change*)).ti,ab. (84,730)
155. (overweight or over weight or overeat$ or over eat$).ti,ab. (26,771)
156. ((bmi or body mass index) adj2 (gain or loss or change)).ti,ab. (1591)
157. obes*.ti,ab. (126,829)
158. food habit$.ti,ab. (1246)
159. poor diet.ti,ab. (680)
160. healthy eating.ti,ab. (1649)
161. (fruit or vegetable$).ti,ab. (41,190)
162. exp *Leisure Activities/ (78,376)
163. (leisure or relax* or holiday* or vacation* or recreation* or hobbies or hobby or play*).ti,ab.
(713,512)
164. or/145-163 (1,176,435)
165. (addresses or autobiography or bibliography or biography or dictionary or directory or orial or
government publications or interactive tutorial or interview or lectures or legal cases or legislation or
letter or news or newspaper article or patient education handout or periodical index or portraits or
video audio media or webcasts).pt. (1,376,979)
166. 17 and 22 and 34 (294)
167. 166 not 165 (282)
168. limit 167 to (english language and yr=“1990 - 2010”) (246)
169. 17 and 22 and 65 (1331)
170. 169 not 165 (1249)
171. limit 170 to (english language and yr=“1990 - 2010”) (977)
172. 17 and 22 and 115 (960)
173. 172 not 165 (920)
174. limit 173 to (english language and yr=“1990 - 2010”) (804)
175. 17 and 22 and 127 (684)
176. 175 not 165 (627)
177. limit 176 to (english language and yr=“1990 - 2010”) (481)
178. 17 and 22 and 130 (1791)
179. 178 not 165 (1698)
180. limit 179 to (english language and yr=“1990 - 2010”) (1360)
181. 17 and 22 and 139 (1790)
182. 181 not 165 (1752)
183. limit 182 to (english language and yr=“1990 - 2010”) (1465)
184. 17 and 22 and 144 (377)
185. 184 not 165 (373)
186. limit 185 to (english language and yr=“1990 - 2010”) (349)
187. 17 and 22 and 164 (2248)
188. 187 not 165 (2174)
189. limit 188 to (english language and yr=“1990 - 2010”) (1870)
190. 168 or 171 or 174 or 177 or 180 or 183 or 186 or 189 (5685)
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Ovid EMBASE
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://ovidsp.ovid.com
Search strategy
1. ((primary or community) adj1 (care or health*)).ti,ab. (95,085)
2. ((general or family) adj1 (practice* or practitioner*)).ti,ab. (71,206)
3. (gp adj1 (service* or practice* or clinic or clinics)).ti,ab. (1118)
4. ((practice or communit*) adj2 nurs*).ti,ab. (22,387)
5. health visitor*.ti,ab. (2100)
6. exp primary health care/ (83,783)
7. general practice/ (60,846)
8. general practitioner/ (45,161)
9. family medicine/ (5750)
10. community health nursing/ (24,379)
11. health auxiliary/ (2090)
12. community care/ or community based rehabilitation/ (42,397)
13. family nurse practitioner/ (24)
14. family nursing/ (700)
15. family practice.jx. (16,273)
16. (primary adj1 (care or health*)).jx. (10,666)
17. (general adj1 (practice or practitioner*)).jx. (11,719)
18. or/1-17 (318,809)
19. (uk or united kingdom or britain or gb or gbr or british isles).ti,ab. (139,643)
20. (england or scotland or wales or ireland).ti,ab. (158,606)
21. (national health service or nhs).ti,ab. (23,656)
22. United Kingdom/ (269,248)
23. or/19-22 (478,485)
24. chewing tobacco.mp. (400)
25. (pipe adj2 smok*).mp. (300)
26. (cigar* or bidi* or kretek or paan or gutka or snuff or snus or betel).mp. (88,249)
27. tobacco/ (24,691)
28. tobacco dependence/ (9540)
29. exp smoking/pc, th [Prevention, Therapy] (6854)
30. (quit* or stop* or giv* or ceas* or cessation or withdrawal).mp. (1,216,507)
31. or/24-29 (119,253)
32. 30 and 31 (24,461)
33. smoking cessation.mp. (31,866)
34. smoking cessation/ or smoking cessation program/ (29,449)
35. or/32-34 (41,216)
36. exp addiction/ (177,736)
37. drinking behavior/ (28,095)
38. alcohol consumption/ (54,246)
39. exp alcohol psychosis/ (3228)
40. (overdos* or over-dos*).ti,ab. (15,592)
41. ((drug* or substance or alcohol*) adj3 (addict* or dependen* or abuse* or misuse or withdraw* or
intoxicat* or abstinen* or abstain*)).ti,ab. (101,199)
42. (alcohol* adj3 (consumption or drink*)).ti,ab. (37,049)
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43. exp amphetamine derivative/ (61,945)
44. exp anabolic agent/ (18,404)
45. exp tranquilizer/ (286,637)
46. exp barbituric acid derivative/ (103,845)
47. exp benzodiazepine derivative/ (125,089)
48. cannabis/ (17,546)
49. cocaine derivative/ (518)
50. designer drug/ (526)
51. exp psychedelic agent/ (44,878)
52. exp diamorphine/ (14,964)
53. exp ketamine/ (20,344)
54. exp “drugs used in the treatment of addiction”/ (88,196)
55. exp opiate/ (39,704)
56. street drug/ (2206)
57. drug withdrawal/ (82,494)
58. (alcohol or amphetamine* or angel dust or barbiturate* or cannabis or cocaine).ti,ab. (230,448)
59. (designer drug* or dexedrine or diet pill* or dissociative drug* or doping or dxm).ti,ab. (6166)
60. (ephedra or ephedrine or ecstasy or hallucinogen* or hash oil* or hashish or heroin).ti,ab. (20,234)
61. (illicit drug* or inhalant* or ketamine or lsd or lysergic-acid* or mescaline or Marihuana or
marijuana).ti,ab. (33,676)
62. (mda or mdma or methadone or methcathinone or methamphetamine* or Narcotics).ti,ab. (50,802)
63. (opioid* or opiate* or opium or oxycontin or oxycodone or percocet or phencyclidine).ti,ab. (82,022)
64. (poppers or pseudophedrine or psychotomimetic* or roofies or salvia divinorum or solvent*).
ti,ab. (104,755)
65. (stimulant* or steroid abuse or street-drug* or tranquili?er* or valium or vicodin).ti,ab. (22,681)
66. or/36-65 (1,140,515)
67. ((physical$ or motor$) adj2 (activit$ or exerc$ or fitness)).ti,ab. (78,385)
68. exercis$.ti,ab. (193,435)
69. (physical$ adj5 (fit$4 or activ$3 or endur$4)).ti,ab. (57,906)
70. (exercis$3 adj5 (fit$4 or activ$3 or endur$4)).ti,ab. (13,420)
71. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$) adj5
physical$ activit$).ti,ab. (9009)
72. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$) adj5
exercis$).ti,ab. (29,110)
73. ((self esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$ or body image$) adj5 (physical
activit$ or exercise$ or sport$)).ti,ab. (4451)
74. ((decreas$ or reduc$ or discourag$) adj5 sedentary).ti,ab. (640)
75. (pedomet* or step counter* or walk*).ti,ab. (63,806)
76. (bicycl* or bike* or cycling or riding or rides).ti,ab. (54,186)
77. ((active or activity) adj5 (transport$1 or transportation or journey$)).ti,ab. (18,314)
78. ((active or activity) adj5 travel$).ti,ab. (446)
79. (travel$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or route$ or pattern$1
or plan$1 or planning or rollerblad$ or skateboard$ or scooter$ or rollerskat$)).ti,ab. (1323)
80. ((transport$1 or transportation) adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1
or route$ or pattern$1 or plan$1 or planning or rollerblad$ or skateboard$ or scooter$ or rollerskat$)).
ti,ab. (11,825)
81. (journey$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or rollerblad$ or
skateboard$ or scooter$ or rollerskat$ or route$ or pattern$1 or plan$1 or planning)).ti,ab. (136)
82. (commut$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or route$ or pattern$1
or plan$1 or planning rollerblad$ or skateboard$ or scooter$ or rollerskat$)).ti,ab. (222)
83. (school$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or route$ or rollerblad$ or
skateboard$ or scooter$ or rollerskat$)).ti,ab. (505)
84. ((biking or cycle or cycling or bicycl$ or walk or walking or walks) adj1 route$).ti,ab. (68)
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85. ((travel$ or transport or transports or transportation or commut$ or journey$) and physical$ activ$).
ti,ab. (1155)
86. health club$1.ti,ab. (160)
87. (leisure adj5 (centre$1 or center$1 or facilit$)).ti,ab. (166)
88. (fitness adj5 (centre$1 or center$1 or facilit$)).ti,ab. (451)
89. parks.ti,ab. (2114)
90. (fitness club$1 or wellness centre$ or wellness center$).ti,ab. (199)
91. gym$1.ti,ab. (1022)
92. (pitch or pitches).ti,ab. (8940)
93. swimming pool$.ti,ab. (1738)
94. gymnasia$1.ti,ab. (27)
95. health spa$1.ti,ab. (142)
96. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (swim$ or walk$ or running
or biking or bicycl$ or bike$ or cycling)).ti,ab. (15,826)
97. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (dance$1 or dancing or
aerobics)).ti,ab. (180)
98. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain) adj5
(sport$ or horse riding)).ti,ab. (1786)
99. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (football or rugby or netball
or cricket or hockey or rounders or athletic*)).ti,ab. (1038)
100. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (rollerblading or rollerskating
or skating or skateboard$)).ti,ab. (92)
101. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (jump$1 or jumping)).ti,ab.
(1141)
102. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (play$1 or playing or
playfulness)).ti,ab. (20,196)
103. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (games or tennis or
badminton or racquet sport$)).ti,ab. (546)
104. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (pilates or spinning or step$
class$)).ti,ab. (87)
105. physical education.ti,ab. (3059)
106. motor activity/ (30,313)
107. exp exercise/ (158,508)
108. exp kinesiotherapy/ (36,748)
109. exp “sports and sport related phenomena”/ or exp disabled sport/ or exp sport/ or swimming pool/ or
team sport/ (100,427)
110. physical education/ (8467)
111. recreation/ or dancing/ (12,940)
112. or/67-111 (576,376)
113. (immuni$ not innate immunity).ti,ab. (187,792)
114. (vaccin$ not vaccinia).ti,ab. (188,791)
115. ((dtp or dtap or dpt) adj3 (vaccin$ or immuni$ or jab)).ti,ab. (1459)
116. ((diphtheria or tetanus or whooping cough or pertussis or polio* or hib) adj3 (vaccin$ or immuni$ or
jab)).ti,ab. (14,397)
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117. (mmr vaccin$ or pluserix or priorix or trimovax or triviraten berna or virivac).ti,ab. (1030)
118. (hpv vaccin$ or papillomavirus).ti,ab. (21,971)
119. (anti-HBsAg or Engerix-B or Recombivax HB).ti,ab. (729)
120. ((bcg or (bacillus and calmette and guerin)) and vaccine).ti,ab. (3711)
121. exp immunization/ (172,171)
122. or/113-121 (387,007)
123. (screening or screen).ti,ab. (361,889)
124. exp screening/ (332,187)
125. 123 or 124 (532,113)
126. (brief adj3 intervention*).ti,ab. (3223)
127. counsel?ing.ti,ab. (57,403)
128. ((minimal or minimum or low) adj5 (intervention* or intensity)).ti,ab. (20,166)
129. low-intensity.ti,ab. (8623)
130. advice.ti,ab. (32,036)
131. motivational.ti,ab. (10,591)
132. opportunistic.ti,ab. (23,202)
133. (self-help or self help).ti,ab. (4809)
134. or/126-133 (145,961)
135. ((risk* or harm*) adj3 reduc*).ti,ab. (84,019)
136. (safe* adj2 behavi*).ti,ab. (1427)
137. risk reduction/ (41,705)
138. harm reduction/ (1682)
139. or/135-138 (112,901)
140. lifestyle/ or lifestyle modification/ or sedentary lifestyle/ (66,362)
141. lifestyle$.ti,ab. (46,011)
142. (inactivit$ or sedentary).ti,ab. (22,406)
143. exp health behavior/ (196,458)
144. health behavior.ti,ab. (3311)
145. health behaviour.ti,ab. (1708)
146. exp obesity/ (196,733)
147. body weight/ or weight change/ or weight control/ or weight fluctuation/ or weight gain/ or weight
reduction/ (239,199)
148. (weight adj3 (gain or loss or change*)).ti,ab. (101,205)
149. (overweight or over weight or overeat$ or over eat$).ti,ab. (34,036)
150. ((bmi or body mass index) adj2 (gain or loss or change)).ti,ab. (2041)
151. obes*.ti,ab. (156,975)
152. food habit$.ti,ab. (1520)
153. poor diet.ti,ab. (760)
154. healthy eating.ti,ab. (2052)
155. (fruit or vegetable$).ti,ab. (51,341)
156. exp recreation/ (30,428)
157. (leisure or relax* or holiday* or vacation* or recreation* or hobbies or hobby or play*).ti,ab.
(826,805)
158. or/140-157 (1,546,296)
159. (book or orial or erratum or letter or note or patent or press or release).pt. (1,696,203)
160. 18 and 23 and 35 (506)
161. 18 and 23 and 66 (2139)
162. 18 and 23 and 112 (1303)
163. 18 and 23 and 122 (779)
164. 18 and 23 and 125 (2188)
165. 18 and 23 and 134 (2113)
166. 18 and 23 and 139 (657)
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167. 18 and 23 and 158 (4179)
168. 160 not 159 (428)
169. 161 not 159 (1915)
170. 162 not 159 (1213)
171. 163 not 159 (693)
172. 164 not 159 (2004)
173. 165 not 159 (2067)
174. 166 not 159 (594)
175. 167 not 159 (3832)
176. limit 168 to (english language and yr=“1990 - 2010”) (384)
177. limit 169 to (english language and yr=“1990 - 2010”) (1621)
178. limit 170 to (english language and yr=“1990 - 2010”) (1070)
179. limit 171 to (english language and yr=“1990 - 2010”) (557)
180. limit 172 to (english language and yr=“1990 - 2010”) (1705)
181. limit 173 to (english language and yr=“1990 - 2010”) (1847)
182. limit 174 to (english language and yr=“1990 - 2010”) (551)
183. limit 175 to (english language and yr=“1990 - 2010”) (3388)
184. 176 or 177 or 178 or 179 or 180 or 181 or 182 or 183 (7948)
Global Health
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://ovidsp.ovid.com
Search strategy
1. (uk or united kingdom or britain or gb or gbr or british isles).ti,ab. (38,414)
2. (england or scotland or wales or ireland).ti,ab. (26,826)
3. (national health service or nhs).ti,ab. (2363)
4. british isles/ or exp uk/ (69,092)
5. or/1-4 (84,298)
6. ((primary or community) adj1 (care or health*)).ti,ab. (15,546)
7. ((general or family) adj1 (practice* or practitioner*)).ti,ab. (8057)
8. (gp adj1 (service* or practice* or clinic or clinics)).ti,ab. (176)
9. ((practice or communit*) adj2 nurs*).ti,ab. (659)
10. health visitor*.ti,ab. (1022)
11. family practice.jw. (650)
12. (primary adj1 (care or health*)).jw. (300)
13. (general adj1 (practice or practitioner*)).jw. (317)
14. general practitioners/ (3689)
15. primary health care/ (4167)
16. community health services/ or community health/ (3954)
17. or/6-16 (26,626)
18. chewing tobacco.mp. [mp=abstract, title, original title, broad terms, heading words] (178)
19. (pipe adj2 smok*).mp. [mp=abstract, title, original title, broad terms, heading words] (192)
20. (cigar* or bidi* or kretek or paan or gutka or snuff or snus or betel).mp. [mp=abstract, title, original
title, broad terms, heading words] (13,783)
21. exp tobacco/ (8665)
22. tobacco smoking/ (22,143)
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23. tobacco chewing/ (120)
24. (quit* or stop* or giv* or ceas* or cessation or withdrawal).mp. [mp=abstract, title, original title,
broad terms, heading words] (402,110)
25. or/18-23 (28,053)
26. 25 and 24 (6651)
27. smoking cessation.mp. [mp=abstract, title, original title, broad terms, heading words] (2874)
28. smoking cessation/ (572)
29. or/26-28 (6912)
30. exp substance abuse/ (9778)
31. exp addiction/ (2489)
32. alcoholism/ (6484)
33. exp poisoning/ (33,406)
34. drinking/ (2069)
35. (overdos* or over-dos*).ti,ab. (1644)
36. ((drug* or substance or alcohol*) adj3 (addict* or dependen* or abuse* or misuse or withdraw*
or intoxicat* or abstinen* or abstain*)).ti,ab. (10,689)
37. (alcohol* adj3 (consumption or drink*)).ti,ab. (10,559)
38. exp amphetamines/ (899)
39. exp anabolics/ (610)
40. exp neuroleptics/ (795)
41. exp antidepressants/ (1002)
42. exp barbiturates/ (811)
43. exp benzodiazepines/ (628)
44. exp cannabis/ (1568)
45. exp controlled substances/ (3772)
46. exp psychotropic drugs/ (2334)
47. ketamine/ (207)
48. methadone/ (431)
49. exp drug users/ (7774)
50. (alcohol or amphetamine* or angel dust or barbiturate* or cannabis or cocaine).ti,ab. (42,588)
51. (designer drug* or dexedrine or diet pill* or dissociative drug* or doping or dxm).ti,ab. (478)
52. (ephedra or ephedrine or ecstasy or hallucinogen* or hash oil* or hashish or heroin).ti,ab. (2948)
53. (illicit drug* or inhalant* or ketamine or lsd or lysergic-acid* or mescaline or Marihuana or
marijuana).ti,ab. (3914)
54. (mda or mdma or methadone or methcathinone or methamphetamine* or Narcotics).ti,ab. (6930)
55. (opioid* or opiate* or opium or oxycontin or oxycodone or percocet or phencyclidine).ti,ab. (3310)
56. (poppers or pseudophedrine or psychotomimetic* or roofies or salvia divinorum or solvent*).ti,ab.
(14,461)
57. (stimulant* or steroid abuse or street-drug* or tranquili?er* or valium or vicodin).ti,ab. (2886)
58. or/30-57 (121,553)
59. ((physical$ or motor$) adj2 (activit$ or exerc$ or fitness)).ti,ab. (20,784)
60. exercis$.ti,ab. (24,780)
61. (physical$ adj5 (fit$4 or activ$3 or endur$4)).ti,ab. (18,908)
62. (exercis$3 adj5 (fit$4 or activ$3 or endur$4)).ti,ab. (2147)
63. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$)
adj5 physical$ activit$).ti,ab. (3481)
64. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$)
adj5 exercis$).ti,ab. (3743)
65. ((self esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$ or body image$) adj5 (physical
activit$ or exercise$ or sport$)).ti,ab. (919)
66. ((decreas$ or reduc$ or discourag$) adj5 sedentary).ti,ab. (236)
67. (pedomet* or step counter* or walk*).ti,ab. (8744)
68. (bicycl* or bike* or cycling or riding or rides).ti,ab. (4893)
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69. ((active or activity) adj5 (transport$1 or transportation or journey$)).ti,ab. (1711)
70. ((active or activity) adj5 travel$).ti,ab. (136)
71. (travel$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or route$ or pattern$1
or plan$1 or planning or rollerblad$ or skateboard$ or scooter$ or rollerskat$)).ti,ab. (404)
72. ((transport$1 or transportation) adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1
or route$ or pattern$1 or plan$1 or planning or rollerblad$ or skateboard$ or scooter$ or rollerskat$)).
ti,ab. (1100)
73. (journey$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or rollerblad$ or
skateboard$ or scooter$ or rollerskat$ or route$ or pattern$1 or plan$1 or planning)).ti,ab. (40)
74. (commut$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or mode$1 or route$ or pattern$1
or plan$1 or planning rollerblad$ or skateboard$ or scooter$ or rollerskat$)).ti,ab. (95)
75. (school$ adj5 (bike$ or walk$ or biking or cycle or cycling or bicycl$ or route$ or rollerblad$ or
skateboard$ or scooter$ or rollerskat$)).ti,ab. (231)
76. ((biking or cycle or cycling or bicycl$ or walk or walking or walks) adj1 route$).ti,ab. (28)
77. ((travel$ or transport or transports or transportation or commut$ or journey$) and physical$ activ$).
ti,ab. (552)
78. health club$1.ti,ab. (97)
79. (leisure adj5 (centre$1 or center$1 or facilit$)).ti,ab. (151)
80. (fitness adj5 (centre$1 or center$1 or facilit$)).ti,ab. (149)
81. parks.ti,ab. (1149)
82. (fitness club$1 or wellness centre$ or wellness center$).ti,ab. (60)
83. gym$1.ti,ab. (187)
84. (pitch or pitches).ti,ab. (328)
85. swimming pool$.ti,ab. (967)
86. gymnasia$1.ti,ab. (26)
87. health spa$1.ti,ab. (52)
88. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (swim$ or walk$ or running or
biking or bicycl$ or bike$ or cycling)).ti,ab. (1656)
89. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (dance$1 or dancing or
aerobics)).ti,ab. (56)
90. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain) adj5 (sport$
or horse riding)).ti,ab. (491)
91. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (football or rugby or netball or
cricket or hockey or rounders or athletic*)).ti,ab. (193)
92. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (rollerblading or rollerskating
or skating or skateboard$)).ti,ab. (9)
93. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (jump$1 or jumping)).
ti,ab. (84)
94. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (play$1 or playing or
playfulness)).ti,ab. (2019)
95. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (games or tennis or
badminton or racquet sport$)).ti,ab. (114)
96. ((promot$ or uptak$ or encourag$ or increas$ or start$ or adher$ or maintain$ or sustain$ or self
esteem or confidence or self efficacy or abilit$ or enjoy$ or learn$) adj5 (pilates or spinning or step$
class$)).ti,ab. (15)
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97. physical education.ti,ab. (3394)
98. exercise/ (13,708)
99. physical fitness/ (2425)
100. physical activity/ (14,165)
101. exp sport/ (5463)
102. fitness/ (392)
103. health clubs/ (138)
104. exp sports facilities/ (1096)
105. recreational facilities/ or leisure centres/ or outdoor activity centres/ (257)
106. exp recreational activities/ (2270)
107. physical education/ (3541)
108. or/59-107 (67,655)
109. (immuni$ not innate immunity).ti,ab. (71,325)
110. (vaccin$ not vaccinia).ti,ab. (82,196)
111. ((dtp or dtap or dpt) adj3 (vaccin$ or immuni$ or jab)).ti,ab. (800)
112. ((diphtheria or tetanus or whooping cough or pertussis or polio* or hib) adj3 (vaccin$ or immuni$ or
jab)).ti,ab. (9203)
113. (mmr vaccin$ or pluserix or priorix or trimovax or triviraten berna or virivac).ti,ab. (518)
114. (hpv vaccin$ or papillomavirus).ti,ab. (6637)
115. (anti-HBsAg or Engerix-B or Recombivax HB).ti,ab. (267)
116. ((bcg or (bacillus and calmette and guerin)) and vaccine).ti,ab. (2435)
117. exp immunization/ (63,425)
118. immunization programmes/ (2314)
119. exp vaccines/ (50,476)
120. or/109-119 (138,219)
121. (screening or screen).ti,ab. (58,657)
122. exp screening/ (25,754)
123. 121 or 122 (62,816)
124. (brief adj3 intervention*).ti,ab. (483)
125. counsel?ing.ti,ab. (8630)
126. ((minimal or minimum or low) adj5 (intervention* or intensity)).ti,ab. (2534)
127. low-intensity.ti,ab. (785)
128. advice.ti,ab. (9435)
129. motivational.ti,ab. (1189)
130. opportunistic.ti,ab. (8348)
131. (self-help or self help).ti,ab. (621)
132. or/124-131 (29,985)
133. ((risk* or harm*) adj3 reduc*).ti,ab. (19,623)
134. (safe* adj2 behavi*).ti,ab. (505)
135. risk reduction/ (3872)
136. or/133-135 (21,548)
137. lifestyle/ (6272)
138. lifestyle$.ti,ab. (14,166)
139. (inactivit$ or sedentary).ti,ab. (6359)
140. health behaviour/ (1667)
141. health behavior.ti,ab. (603)
142. health behaviour.ti,ab. (809)
143. obesity/ or overeating/ or overweight/ or thinness/ or weight reduction/ (54,899)
144. weight control/ or weight gain/ (13,239)
145. (weight adj3 (gain or loss or change*)).ti,ab. (41,341)
146. (overweight or over weight or overeat$ or over eat$).ti,ab. (17,666)
147. ((bmi or body mass index) adj2 (gain or loss or change)).ti,ab. (770)
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148. obes*.ti,ab. (57,424)
149. food habit$.ti,ab. (2184)
150. poor diet.ti,ab. (772)
151. healthy eating.ti,ab. (1635)
152. (fruit or vegetable$).ti,ab. (52,214)
153. leisure/ or enjoyment/ or free time/ or holidays/ or leisure activities/ or leisure behaviour/ or
recreation/ (2378)
154. exp leisure activities/ or games/ or social activities/ or television/ (2728)
155. (leisure or relax* or holiday* or vacation* or recreation* or hobbies or hobby or play*).ti,ab. (82,508)
156. or/137-155 (241,266)
157. (annual report or annual report section or book or book chapter or bulletin or bulletin article or
correspondence or orial or patent or standard).pt. (119,097)
158. 5 and 17 and 29 (97)
159. 158 not 157 (78)
160. limit 159 to (english language and yr=“1990 - 2010”) (54)
161. 5 and 17 and 58 (334)
162. 161 not 157 (264)
163. limit 162 to (english language and yr=“1990 - 2010”) (164)
164. 5 and 17 and 108 (311)
165. 164 not 157 (258)
166. limit 165 to (english language and yr=“1990 - 2010”) (156)
167. 5 and 17 and 120 (616)
168. 167 not 157 (488)
169. limit 168 to (english language and yr=“1990 - 2010”) (248)
170. 5 and 17 and 123 (458)
171. 170 not 157 (418)
172. limit 171 to (english language and yr=“1990 - 2010”) (309)
173. 5 and 17 and 132 (511)
174. 173 not 157 (426)
175. limit 174 to (english language and yr=“1990 - 2010”) (268)
176. 5 and 17 and 136 (117)
177. 176 not 157 (114)
178. limit 177 to (english language and yr=“1990 - 2010”) (101)
179. 5 and 17 and 156 (690)
180. 179 not 157 (581)
181. limit 180 to (english language and yr=“1990 - 2010”) (360)
182. 160 or 163 or 166 or 169 or 172 or 175 or 178 or 181 (1186)
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Cumulative Index to Nursing and Allied Health Literature Plus
Date range searched: 1990–2013.
Date of search: June 2013.
URL: https://www.ebscohost.com/
Search strategy
S1 (MH “Family Practice”) (13,315)
S2 (MH “Primary Health Care”) (27,954)
S3 (MH “Physicians, Family”) (8543)
S4 (MH “Community Health Nursing”) OR (MH “Family Nursing”) (22,009)
S5 (MH “Community Health Services+”) (231,870)
S6 (MH “Community Health Workers”) (712)
S7 (primary N1 care) or (primary N1 health*) or (community N1 care) or (community N1 health*) (91,150)
S8 (general n1 practice*) or (general N1 practitioner*) or (family N1 practice*) or (family N1
practitioner*) (24,448)
S9 (gp N1 service*) or (gp N1 practice*) or (gp N1 clinic) or (gp N1 clinics) (568)
S10 (practice N2 nurs*) or (communit* N2 nurs*) (78,933)
S11 health visitor* (2867)
S12 SO “family practice” (3309)
S13 (SO primary N1 care) or (SO primary N1 health*) (15,809)
S14 (SO general N1 practice) or (SO general N1 practitioner*) (5684)
S15 S1 or S2 or S3 or S4 or S5 or S6 or S7 or S8 or S9 or S10 or S11 or S12 or S13 or S14 (353,441)
S16 (MH “United Kingdom+”) (204,333)
S17 (TI uk) or (TI united kingdom) or (TI britain) or (TI gb) or (TI gbr) or (TI british isles) (10,823)
S18 (AB uk) or (AB united kingdom) or (AB britain) or (AB gb) or (AB gbr) or (AB british isles) (20,559)
S19 (TI england) or (TI scotland) or (TI wales) or (TI ireland) (8810)
S20 (AB england) or (AB scotland) or (AB wales) or (AB ireland) (13,884)
S21 (TI nhs) or (AB nhs) or (TI national health service) or (AB national health service) (16,215)
S22 S16 or S17 or S18 or S19 or S20 or S21 (222,806)
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S23 (MH “Smoking/PC/TH”) (4625)
S24 (MH “Tobacco+”) (3999)
S25 (MH “Tobacco Abuse (Saba CCC)”) (1)
S26 chewing tobacco (64)
S27 (pipe N2 smok*) (56)
S28 (cigar* or bidi* or kretek or paan or gutka or snuff or snus or betel) (8413)
S29 S23 or S24 or S25 or S26 or S27 or S28 (14,802)
S30 (quit* or stop* or giv* or ceas* or cessation or withdrawal) (108,214)
S31 S29 and S30 (4436)
S32 (MH “Tobacco Abuse Control (Saba CCC)”) (1)
S33 (MH “Smoking Cessation”) (9645)
S34 (MH “Smoking Cessation Programs”) (1183)
S35 smoking cessation (11,658)
S36 S31 or S32 or S33 or S34 or S35 (12,706)
S37 (MH “Substance Use Disorders+”) (75,086)
S38 (MH “Alcohol Drinking”) (12,143)
S39 overdos* or over-dos* or excessive use (3674)
S40 (drug N3 addict*) or (drug N3 dependen*) or (drug N3 abuse*) or (drug N3 misuse) or (drug N3
withdraw*) or (drug N3 intoxicat*) or (drug N3 abstinen*) or (drug N3 abstain*) or (substance N3
addict*) or (substance N3 dependen*) or (substance N3 abuse*) or (substance N3 misuse) or
(substance N3 withdraw*) or (substance N3 intoxicat*) or (substance N3 abstinen*) or (substance N3
abstain*) or (alcohol* N3 addict*) or (alcohol* N3 dependen*) or (alcohol* N3 abuse*) or (alcohol*
N3 misuse) or (alcohol* N3 withdraw*) or (alcohol* N3 intoxicat*) or (alcohol* N3 abstinen*) or
(alcohol* N3 abstain*) (52,077)
S41 (alcohol* N3 consumption) or (alcohol* N3 drink*) (15,241)
S42 (MH “Amphetamines+”) (2084)
S43 (MH “Adrenergic Agents+”) (21,849)
S44 (MH “Antianxiety Agents+”) (6414)
S45 (MH “Antidepressive Agents+”) (12,177)
S46 (MH “Barbiturates+”) (1274)
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S47 (MH “Cannabis”) (3112)
S48 (MH “Cocaine+”) (2696)
S49 (MH “Designer Drugs”) (93)
S50 (MH “Hallucinogens+”) (1045)
S51 (MH “Heroin”) (1438)
S52 (MH “Ketamine”) (1402)
S53 (MH “Lysergic Acid Diethylamide”) (138)
S54 (MH “Opium”) OR (MH “Methadone”) (2666)
S55 (MH “Street Drugs+”) (2559)
S56 alcohol or amphetamine* or angel dust or barbiturate* or cannabis or cocaine (40,635)
S57 designer drug* or dexedrine or diet pill* or dissociative drug* or doping or dxm (994)
S58 ephedra or ephedrine or ecstasy or hallucinogen* or hash oil* or hashish or heroin (4037)
S59 illicit drug* or inhalant* or ketamine or lsd or lysergic-acid* or mescaline or Marihuana or
marijuana (5973)
S60 mda or mdma or methadone or methcathinone or methamphetamine* or Narcotic (10,588)
S61 opioid* or opiate* or opium or oxycontin or oxycodone or percocet or phencyclidine (12,665)
S62 poppers or pseudophedrine or psychotomimetic* or roofies or salvia divinorum or solvent* (1547)
S63 stimulant* or steroid abuse or street-drug* or tranquili?er* or valium or vicodin (5183)
S64 S37 or S38 or S39 or S40 or S41 or S42 or S43 or S44 or S45 or S46 or S47 or S48 or S49 or S50 or
S51 or S52 or S53 or S54 or S55 or S56 or S57 or S58 or S59 or S60 or S61 or S62 or S63 (159,167)
S65 (MH “Motor Activity”) (4522)
S66 (MH “Exercise+”) (48,670)
S67 (MH “Therapeutic Exercise+”) (25,350)
S68 (physical* N2 activit*) or (physical* N2 exerc*) or (physical* N2 fitness) or (motor* N2 activit*) or
(motor* N2 exerc*) or (motor* N2 fitness) (35,855)
S69 exercis* (78,866)
S70 (physical* N5 fit*) or (physical N5 activ*) or (physical* endur*) (34,087)
S71 (exercis* N5 fit*) or (exercis* N5 activ*) or (exercis* endur*) (4368)
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S72 (promot* N5 physical* activit*) (1249)
S73 (promot* N5 exercis*) or (uptak* N5 exercis*) or (encourag* N5 exercis*) or (increas* N5 exercis*)
or (start* N5 exercis*) or (adher* N5 exercis*) or (maintain* N5 exercis*) or (sustain* N5
exercis*) (5780)
S74 (decreas* N5 sedentary) or (reduc* N5 sedentary) or (discourag* N5 sedentary) (179)
S75 pedomet* or step counter* or walk* (19,773)
S76 bicycl* or bike* or cycling or riding or rides (7102)
S77 (active N5 transport*) or (active N5 journey*) or (activity N5 transport*) or (activity N5 journey*)
or (active N5 travel*) or (activity N5 travel*) (464)
S78 (travel* N5 walk*) or (travel* N5 biking) or (travel* N5 cycle) or (travel* N5 mode) or (travel* N5
modes) or (travel* N5 route) or (travel* N5 routes) or (travel* N5 pattern*) or (travel* N5 plan*) or
(travel* N5 rollerblad*) or (travel* N5 skateboard*) or (travel* N5 scooter*) or (travel* N5
rollerskat*) (275)
S79 (transport* N5 walk*) or (transport* N5 biking) or (transport* N5 cycle) or (transport* N5 mode)
or (transport* N5 modes) or (transport* N5 route) or (transport* N5 routes) or (transport* N5
pattern*) or (transport* N5 plan*) or (transport* N5 rollerblad*) or (transport* N5 skateboard*) or
(transport*
N5 scooter*) or (transport* N5 rollerskat*) (439)
S80 (journey* N5 walk*) or (journey* N5 biking) or (journey* N5 cycle) or (journey* N5 mode) or
(journey* N5 modes) or (journey* N5 route) or (journey* N5 routes) or (journey* N5 pattern*) or
(journey* N5 plan*) or (journey* N5 rollerblad*) or (journey* N5 skateboard*) or (journey* N5
scooter*) or (journey* N5 rollerskat*) (65)
S81 (commut* N5 walk*) or (commut* N5 biking) or (commut* N5 cycle) or (commut* N5 mode)
or (commut* N5 modes) or (commut* N5 route) or (commut* N5 routes) or (commut* N5 pattern*)
or (commut* N5 plan*) or (commut* N5 rollerblad*) or (commut* N5 skateboard*) or (commut*
N5 scooter*) or (commut* N5 rollerskat*) (45)
S82 health club* (114)
S83 (leisure N5 centre*) or (leisure N5 center*) or (leisure N5 facilit*) or (fitness N5 centre*) or (fitness N5
center*) or (fitness N5 facilit*) (1048)
S84 parks (325)
S85 fitness club* or wellness centre* or wellness center* (142)
S86 gym* (1179)
S87 pitch or pitches (1171)
S88 swimming pool* (253)
S89 health spa* (104)
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S90 (MH “Sports Facilities”) (13)
S91 swim* or walk* or running or biking or bicycl* or bike* or cycling or dance or dancing or aerobics
sport* or horse riding or football or rugby or netball or cricket or hockey or rounders or athletic* or
rollerblading or rollerskating or skating or skateboard* or play* or games or tennis or badminton
or racquet sport* or pilates or spinning or step* class* or physical education (102,860)
S92 (MH “Physical Education and Training+”) (1471)
S93 (MH “Sports+”) (33,214)
S94 S65 or S66 or S67 or S68 or S69 or S70 or S71 or S72 or S73 or S74 or S75 or S76 or S77 or S78
or S79 or S80 or S81 or S82 or S83 or S84 or S85 or S86 or S87 or S88 or S89 or S90 or S91 or S92
or S93 (195,132)
S95 (MH “Immunization”) (11,351)
S96 (MH “Immunization Programs”) (2686)
S97 (MH “Vaccines+”) (22,241)
S98 vaccin* not vaccinia (27,290)
S99 immuni* not innate immunity (23,775)
S100 (dtp N3 immuni*) or (dtap N3 immuni*) or (dpt N3 immuni*) or (dtp N3 vaccin*) or (dtap N3
vaccin*) or (dpt N3 vaccin*) or (dtp N3 jab) or (dtap N3 jab) or (dpt N3 jab) (155)
S101 (diphtheria N3 vaccin*) or (diphtheria N3 immuni*) or (diphtheria N3 jab) (804)
S102 (tetanus N3 vaccin*) or (tetanus N3 immuni*) or (tetanus N3 jab) (953)
S103 (whooping cough N3 vaccin*) or (whooping cough N3 immuni*) or (whooping cough N3 jab) (49)
S104 (pertussis N3 vaccin*) or (pertussis N3 immuni*) or (pertussis N3 jab) (1232)
S105 (polio* N3 vaccin*) or (polio* N3 immuni*) or (polio* N3 jab) (1032)
S106 (hib N3 vaccin*) or (hib N3 immuni*) or (hib N3 jab) (469)
S107 mmr vaccin* or pluserix or priorix or trimovax or triviraten berna or virivac (305)
S108 hpv vaccin* or papillomavirus (4524)
S109 anti-HBsAg or Engerix-B or Recombivax HB (26)
S110 (bcg N3 vaccine) or (bacillus N5 vaccine) (673)
S111 S95 or S96 or S97 or S98 or S99 or S100 or S101 or S102 or S103 or S104 or S105 or S106 or
S107 or S108 or S109 or S110 (42,373)
S112 (MH “Health Screening+”) (41,161)
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S113 screening or screen (63,781)
S114 S112 or S113 (71,723)
S115 brief N3 intervention* (1593)
S116 counselling or counseling (28,756)
S117 (minimal N5 intervention*) or (minimum N5 intervention*) or (low N5 intervention*) or (minimal N5
intensity) or (minimum N5 intensity) or (low N5 intensity) (3477)
S118 low-intensity (1010)
S119 advice (13,453)
S120 motivational (3116)
S121 opportunistic (3704)
S122 self-help or self help (1939)
S123 S115 or S116 or S117 or S118 or S119 or S120 or S121 or S122 (53,326)
S124 (MH “Harm Reduction”) (1030)
S125 (risk* N3 reduc*) or (harm* N3 reduc*) (20,116)
S126 safe* N2 behavi* (717)
S127 S124 or S125 or S126 (20,746)
S128 (MH “Life Style+”) (95,547)
S129 lifestyle* (14,280)
S130 inactivit* or sedentary (5427)
S131 health behavior or health behaviour (21,084)
S132 (MH “Obesity+”) (36,187)
S133 (MH “Body Weight Changes+”) (44,713)
S134 (weight N3 gain) or (weight N3 loss) or (weight N3 change*) (20,770)
S135 (overweight or over weight or overeat* or over eat*) (8337)
S136 (bmi N2 gain) or (bmi N2 loss) or (bmi N2 change) or (body mass index N2 gain) or (body mass
index N2 loss) or (body mass index N2 change) (552)
S137 obes* (43,293)
S138 food habit* or poor diet or healthy eating or fruit or vegetable* (15,932)
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S139 (MH “Leisure Activities+”) (29,040)
S140 leisure or relax* or holiday* or vacation* or recreation* or hobbies or hobby or play* (71,526)
S141 S128 or S129 or S130 or S131 or S132 or S133 or S134 or S135 or S136 or S137 or S138 or S139
or S140 (246,835)
S142 Limiters - Publication Type: Accration, Advice and Referral Website, Algorithm, Anecdote,
Audiovisual, Biography, Book, Book Chapter, Book Review, Care Plan, Cartoon, Chat Groups,
Classification Term, Commentary, Commercial Website, Computer Program, Consumer/Patient
Teaching Materials, Critical Path, Diagnostic Images, Directories, orial, Equations & Formulas, Exam
Questions, Forms, Games, Glossary, Individual Testimonial Website, Information Website, Interview,
Legal Cases, Letter, Listservs, Nurse Practice Acts, Obituary, Pamphlet, Pamphlet Chapter, Pictorial,
Poetry, Questionnaire/Scale, Questions and Answers, Quick Lesson, Software, Standards, Teaching
Materials, Tracings, Website (1,063,759)
S143 S15 and S22 and S36 (408)
S144 S143 not S142 (309)
S145 S143 not S142 Limiters - Published Date from: 19900101-20101231; Language: English (289)
S146 S15 and S22 and S64 (1911)
S147 S146 not S142 (1469)
S148 S146 not S142 Limiters - Published Date from: 19900101-20101231; Language: English (1338)
S149 S15 and S22 and S94 (2352)
S150 S149 not S142 (1798)
S151 S149 not S142 Limiters - Published Date from: 19900101-20101231; Language: English (1718)
S152 S15 and S22 and S111 (963)
S153 S152 not S142 (659)
S154 S152 not S142 Limiters - Published Date from: 19900101-20101231; Language: English (606)
S155 S15 and S22 and S114 (4304)
S156 S155 not S142 (3262)
S157 S155 not S142 Limiters - Published Date from: 19900101-20101231; Language: English (2992)
S158 S15 and S22 and S123 (2956)
S159 S158 not S142 (2263)
S160 S158 not S142 Limiters - Published Date from: 19900101-20101231; Language: English (2112)
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S161 S15 and S22 and S127 (350)
S162 S161 not S142 (262)
S163 S161 not S142 Limiters - Published Date from: 19900101-20101231; Language: English (245)
S164 S15 and S22 and S141 (3716)
S165 S164 not S142 (2789)
S166 S164 not S142 Limiters - Published Date from: 19900101-20101231; Language: English (2582)
S167 S145 or S148 or S151 or S154 or S157 or S160 or S163 or S166 (6211)
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Appendix 3 Potentially relevant Cochrane
reviews identified
Buckley BS, Byrne MC, Smith SM. Service organisation for the secondary prevention of
ischaemic heart disease in primary care. Cochrane Database Syst Rev 2010;3:CD006772.
Stead LF, Bergson G, Lancaster T. Physician advice for smoking cessation. Cochrane Database Syst Rev
2008;5:CD000165.
Rice VH, Stead LF. Nursing interventions for smoking cessation. Cochrane Database Syst Rev
2008;8:CD001188.
Sinclair HK, Bond CM, Stead LF. Community pharmacy personnel interventions for smoking cessation.
Cochrane Database Syst Rev 2004;1:CD003698.
Secker-Walker R, Gnich W, Platt S, Lancaster T. Community interventions for reducing smoking among
adults. Cochrane Database Syst Rev 2002;2:CD001745.
Carson KV, Brinn MP, Labiszewki NA, Esterman AJ, Chang AB, Smith BJ. Community interventions for
preventing smoking in young people. Cochrane Database Syst Rev 2011;7:CD001291.
Lumley J, Chamberlain C, Dowswell I, Oliver S, Oakly L, Watson L. Interventions for promoting smoking
cessation during pregnancy. Cochrane Database Syst Rev 2009;3:CD001055.
Lai DTC, Cahill K, Qin Y, Tang J-L. Motivational interviewing for smoking cessation. Cochrane Database
Syst Rev 2010;3:CD006936.
Kaner EF, Beyer F, Dickinson Ho, Pienaar E, Campbell F, Schlesinger C, et al. Effectiveness of brief alcohol
interventions in primary care populations. Cochrane Database Syst Rev 2007;2:CD004148.
Baker PRA, Francis DP, Soares J, Weightman Al, Foster C. Community wide interventions for increasing
physical activity. Cochrane Database Syst Rev 2011;4:CD008366.
Bosch-Capblanch X, Abba K, Prictor M, Gamer P. Contracts between patients and healthcare practitioners
for improving patients’ adherence to treatment, prevention and health promotion activities. Cochrane
Database Syst Rev 2007;2:CD004808.
Smeeth LL, Iliffe S. Community screening for visual impairment in the elderly. Cochrane Database Syst Rev
2006;3:CD001054.
Flodgren G, Deane K, Dickinson HO, Kirk S, Alberti H, Beyer FR, et al. Interventions to change the
behaviour of health professionals and the organisation of care to promote weight reduction in overweight
and obese adults. Cochrane Database Syst Rev 2010;3:CD000984.
Jacobson Vann JC, Szilagyi P. Patient reminder and recall systems to improve immunization rates. Cochrane
Database Syst Rev 2005;3:CD003941.
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Norris SL, Zhang X, Avenell A, Gregg E, Schmid CH, Lau J. Long-term non-pharmacological weight loss
interventions for adults with prediabetes. Cochrane Database Syst Rev 2005;2:CD005270.
Nield L, Summerbell CD, Hooper L, Whittaker V, Moore H. Dietary advice for the prevention of type 2
diabetes mellitus in adults. Cochrane Database Syst Rev 2008;3:CD005102.
Orozco LJ, Buchleitner AM, Gimenez-Perez G, Roque I Figuls M, Richter B, Mauricio D. Exercise or exercise
and diet for preventing type 2 diabetes mellitus. Cochrane Database Syst Rev 2008;3:CD003054.
Renders CM, Valk GD, Griffin S, Wagner EH, Eijk JT, Assendelft WJ. Interventions to improve the
management of diabetes mellitus in primary care, outpatient and community settings. Cochrane Database
Syst Rev 2001;1:CD001481.
Boyle R, Solberg L, Fiore M. Use of electronic health records to support smoking cessation. Cochrane
Database Syst Rev 2014;3:CD008743.
Gillespie LD, Robertson MC, Gillespie WJ, Sherrington C, Gates S, Clemson LM, et al. Interventions for
preventing falls in older people living in the community. Cochrane Database Syst Rev 2012;9:CD007146.
McClure RJ, Turner C, Peel N, Spinks A, Eakin E, Hughes K. Population-based interventions for the
prevention of fall-related injuries in older people. Cochrane Database Syst Rev 2005;1:CD004441.
Hooper L, Bartlett C, Davey SG, Ebrahim S. Advice to reduce dietary salt for prevention of cardiovascular
disease. Cochrane Database Syst Rev 2004;1:CD003656.
Ebrahim S, Taylor F, Ward K, Beswick A, Burke M, Davey Smith G. Multiple risk factor interventions for
primary prevention of coronary heart disease. Cochrane Database Syst Rev 2011;1:CD001561.
Hillsdon M, Foster C, Thorogood M. Interventions for promoting physical activity. Cochrane Database
Syst Rev 2005;1:CD003180.
Waters E, de Silva-Sanigorski A, Hall BJ, Brown T, Campbell KJ, Gao Y, et al. Interventions for preventing
obesity in children. Cochrane Database Syst Rev 2011;12:CD001871.
Oringanje C, Meremikwu MM, Eko H, Esu E, Meremikwu A, Ehiri JE. Interventions for preventing
unintended pregnancies among adolescents. Cochrane Database Syst Rev 2009;4:CD005215.
Dyson L, McCormick F, Renfrew MJ. Interventions for promoting the initiation of breastfeeding. Cochrane
Database Syst Rev 2005;2:CD001688.
Reviews which are in progress and thus only the protocol is
currently available
Anderson P, Laurant M, Kaner EF, Wensing M, Grol R. Interventions to increase the use of screening and
brief intervention programmes for hazardous alcohol consumption by patients in primary care settings.
Cochrane Database Syst Rev 2004:7;CD004630.
Klein Woolthuis EP, de Grauw WJC, van der Laar FA, Akkermans RP. Screening for type 2 diabetes
mellitus. Cochrane Database Syst Rev 2005;2:CD005266.
Noknoy S, Chamnan P, Anothaisintawee T. Theory based behavioural interventions for prediabetic state
and people with diabetes mellitus. Cochrane Database Syst Rev 2009;4:CD008082.
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Reviews set aside because it was decided the conditions are too specific
Dorresteijn JAN, Kriegsman DM, Assendelft WJ, Valk GD. Patient education for preventing diabetic foot
ulceration. Cochrane Database Syst Rev 2014;12:CD001488.
Dorresteijn JAN, Kriegsman DMW, Valk GD. Complex interventions for preventing diabetic foot ulceration.
Cochrane Database Syst Rev 2010;1:CD007610.
NB: A Cochrane systematic review Interventions to Implement Prevention in Primary Care (2001) was
withdrawn in 2005 as the author did not have the resources to update it. This review was mainly
concerned with educational interventions or outreach visits targeted at health professionals.
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Appendix 4 Data extraction form
1. Name of reviewer performing data extraction
2. What country does the paper examine? Please mark ‘X’ within the square brackets of only one answer:
[ ] England, Northern Ireland, Scotland and/or Wales [ ] Multiple
countries including non-UK and UK country(ies) [ ] Non-UK country(ies)
[ ] Not applicable
3. Is it primary care? Please mark ‘X’ within the square brackets of only one answer: [ ] Yes
[ ] No [ ] Partly
4. Is it health improvement? (defined in this
project as primordial, primary, secondary or
tertiary prevention, and also encompassing
health promotion)
Please mark ‘X’ within the square brackets of only one answer: [ ] Yes
[ ] No
5. What is the health topic? Please mark ‘X’ within the square brackets of one or more answers:
[ ] Alcohol [ ] Arthritis [ ] Asthma [ ] Breastfeeding [ ] Cancer screening
[ ] Cardiovascular disease [ ] Child health [ ] Contraception [ ] COPD
[ ] Diabetes [ ] Diet/nutrition [ ] Drugs [ ] Exercise [ ] Falls [ ] Maternity
care [ ] Mental health [ ] Obesity [ ] Older adult health [ ] Osteoporosis
[ ] Sexual health [ ] Smoking [ ] Stroke [ ] Vaccination [ ] No specific
health topic [ ] Other (please specify in box below)
Other:
6. What type of paper is it? Please mark ‘X’ within the square brackets of only one answer:
[ ] Research [ ] Service description with evaluative component
[ ] Service description without evaluative component [ ] Review
[ ] Opinion piece/commentary [ ] Other (please specify in box below)
Other:
7. Is it related to service delivery or organisation? Please mark ‘X’ within the square brackets of only one answer: [ ] Yes
[ ] No [ ] Partly
8. Based on the answers to questions 2–7 and
your judgement, do you recommend including
the paper, marking it as ‘of interest’, or
rejecting it?
Please mark ‘X’ within the square brackets of only one answer:
[ ] Include for evidence synthesis of approaches to delivery/
organisation of health improvement [ ] Include because tells us about
health improvement activities undertaken in primary care [ ] Mark as a
paper ‘of interest’ [ ] Reject paper
If the recommendation is to reject the paper, the rest of the form does not have to be completed. If the paper is
‘of interest’, please complete parts of the form where possible. Please note useful information in the text box
‘Additional comments and notes’ at the end of the form if it doesn’t fit in any other boxes
9. Please describe the intervention (or service,
if it was not an intervention study)
10. How does the intervention relate to service
delivery or organisation?
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If the paper is a review, for the rest of the questions please select all answers that apply (e.g. if randomised
controlled trials and controlled before/after studies were included in the review, please select both)
11. Was it a pilot/feasibility study? Please mark ‘X’ within the square brackets of only one answer: [ ] Yes
[ ] No
12. What was the study design(s)? Please mark ‘X’ within the square brackets of one or more answers:
[ ] Randomised controlled trial – individual [ ] Randomised controlled
trial – cluster [ ] Controlled before/after study/non-randomised
controlled trial [ ] Uncontrolled before/after study [ ] Interrupted time
series study [ ] Economic evaluation [ ] Cross-sectional study/survey
[ ] Cohort study [ ] Case–control study [ ] Qualitative study [ ] Case
study [ ] Other (please specify in box below)
Other:
13. If it was a qualitative study, what type of
study was it?
Please mark ‘X’ within the square brackets of one or more answers:
[ ] Focus group(s) [ ] Brief interview [ ] Extended interview [ ] Semi-
structured interview [ ] Observation (passive/participant) [ ] Description
of intervention [ ] Document analysis [ ] Other (please specify in
box below)
Other:
14. What was the purpose of the study? Please mark ‘X’ within the square brackets of one or more answers:
[ ] Evaluation of practitioner role [ ] Evaluation of service delivery or
organisation [ ] Evaluation/exploration of practitioner knowledge
[ ] Evaluation of intervention [ ] Exploration of practitioner views or
experiences [ ] Exploration of patient views or experiences
[ ] Exploration of parent views or experiences [ ] Practitioner education
programme [ ] Exploration of patient decision-making [ ] Description of
intervention [ ] Other (please specify in box below)
Other:
15. What outcomes were measured? Please mark ‘X’ within the square brackets of one or more answers:
[ ] Changes in attendance to a service [ ] Hospital admissions
[ ] Patient clinical outcomes [ ] Presence/absence of target disease
[ ] Practitioner behaviour [ ] Practitioner knowledge/opinion [ ] Patient
behaviour/decision [ ] Patient knowledge/opinion [ ] Identify barriers to
care [ ] Cost effectiveness [ ] Not applicable [ ] Other (please specify in
box below)
Other:
16. Where was the service delivered? Please mark ‘X’ within the square brackets of one or more answers:
[ ] General practice [ ] School [ ] Pharmacy [ ] Home [ ] Other
community [ ] Other non-clinical setting [ ] Other clinical setting [ ] Not
clear/not specified
Please provide further details of the service
delivery location, if of interest:
17. Who provided the service? Please mark ‘X’ within the square brackets of one or more answers:
[ ] GP [ ] Practice nurse [ ] Community nurse/practitioner [ ] School
nurse [ ] Health visitor [ ] Midwife [ ] Pharmacist [ ] Not clear/not
specified [ ] Other (please specify in box below)
Other:
18. What was the population targeted? Please mark ‘X’ within the square brackets of one or more answers:
[ ] Older people [ ] Adults [ ] Children [ ] Adolescents [ ] Patients with
‘lifestyle’ risk factors [ ] Patients with other risk factors [ ] Patients with
a specific disease [ ] All patients [ ] Mothers/parents [ ] Other (please
specify in box below)
Other:
19. Please provide a summary of the results
and conclusions
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Quality assessment Please assess the paper according to whether you have major, minor, or no concerns with
the following five quality criteria, and then complete question 25. If the paper is a review please complete
questions 25 and 26
20. Quality of the sampling process (including
sample size)
Please mark ‘X’ within the square brackets of only one answer:
[ ] Major concern [ ] Minor concern [ ] No concerns [ ] Not possible to
assess [ ] Not applicable
21. Appropriateness of the analysis Please mark ‘X’ within the square brackets of only one answer:
[ ] Major concern [ ] Minor concern [ ] No concerns [ ] Not possible to
assess [ ] Not applicable
22. Comparability of the intervention and
comparison groups (risk of selection bias,
including bias with loss to follow up)
Please mark ‘X’ within the square brackets of only one answer:
[ ] Major concern [ ] Minor concern [ ] No concerns [ ] Not possible to
assess [ ] Not applicable
23. Quality of the intervention delivery (was there
risk of contamination? Was consistency of
the intervention measured?)
Please mark ‘X’ within the square brackets of only one answer:
[ ] Major concern [ ] Minor concern [ ] No concerns [ ] Not possible to
assess [ ] Not applicable
24. Outcome assessment (risk of
measurement bias)
Please mark ‘X’ within the square brackets of only one answer:
[ ] Major concern [ ] Minor concern [ ] No concerns [ ] Not possible to
assess [ ] Not applicable
25. Please rate the quality of the paper as A, B, C
or D according to the following guidelines: A:
no major or minor concerns. B: no major
concerns but one or more minor concerns. C:
one or more major concerns. D: reject paper
due to major concerns or other quality
issue(s)
Please mark ‘X’ within the square brackets of only one answer: [ ] A
[ ] B [ ] C [ ] D
26. If the paper is a review (or a study design for
which several of the quality criteria above are
not applicable) and you have major or minor
concerns about its quality, please state
your concerns
27. Additional comments and notes
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Appendix 5 Papers included in evidence synthesis
Abayomi JC, Watkinson H, Boothby J, Topping J, Hackett AF. Identification of ‘hot spots’ of obesity andbeing underweight in early pregnancy in Liverpool. J Hum Nutr Diet 2009;22:246–54.
Abbott S, Hobby L. Impact on individual health of the provision of welfare advice in primary health care
settings. Ment Health Learn Disabil Care 2000;3:260–2.
Abbott S, Hobby L. Welfare benefits advice in primary care: evidence of improvements in health. Public
Health 2000;114:324–7.
Abbott S, Hobby L, Cotter S. What is the impact on individual health of services in general practice settings
which offer welfare benefits advice? Health Soc Care Community 2006:14:1–8.
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